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Preface 


Psychotherapy  in  some  form  has  been  practiced  since  the 
beginning  of  recorded  medical  history,  but  its  application  in 
a  systematic  organized  way  is  a  comparatively  recent  devel- 
opment. General  discussions  with  the  patient,  attempts  to 
dispel  mental  conflicts  by  means  of  logic,  the  use  of  forms  of 
suggestion,  and  the  employment  of  hypnotism  are  among 
the  earlier,  or  what  one  now  could  term  ante-Freudian, 
methods  which  had  definite  procedures  and  purposes.  It  may 
be  emphasized  that  modern  psychotherapy  with  its  rather 
vast  theoretical  ramifications  as  well  as  its  practical  extensions 
has  received  its  chief  stimulus  and  nourishment  from  the 
Freudian  concepts.  Since  the  appearance  in  1895  of  Freud's 
Studien  uber  Hysterie  (with  Breuer)  and  the  publication  in 
1900  of  his  Die  Traumdeutung  (English  translation  1913)? 
the  subject  of  psychoanalysis  as  a  body  of  doctrine,  as  a  re- 
search method,  and  as  a  therapeutic  agent  has  received  an 
ever-increasing  amount  of  attention,  not  only  from  the  medical 
profession,  psychologists,  and  pedagogues,  but  also  from  the 

public  at  large. 

The  "Individual  Psychology"  developed  by  Adler,  and  the 
"Analytical  Psychology"  according  to  the  concepts  of  Jung, 
originated  from  the  primary  roots  of  Freud's  "Psychoanal- 
ysis," while  the  "Psychobiology"  of  Adolf  Meyer  represents 
an  independent  system  of  evaluating  the  life  activities  of  the 
individual  and  his  environment.  Each  of  these  four  modern 
trends  in  psychology  and  psychopathology  presents  definite 
psychotherapeutic  aspects  aimed  at  a  reconstruction  of  those 
individuals  who  have  deviated  from  the  adjustment  required 
or  expected  of  them  in  our  present-day  society.  It  is  with 
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these  disciplines  that  Dr.  Hinsie  is  particularly  concerned  in 
the  following  pages  where  he  proceeds  to  "indicate  the  gen- 
eral conceptions  that  prevail  with  respect  to  the  structure  and 
functions  of  the  mind,  and  to  show  as  well  as  possible  what 
influences  the  conceptions  have  had  upon  the  problems  of 
psychotherapy."  Although  his  material  is  oriented  in  therapy 
he  has  presented  much  more ;  in  fact,  he  has  given  us  an 
evaluation  of  psychiatric  methods  of  study  and  of  the  current 
concepts  of  the  mind. 

Any  attempt  to  assemble  for  discussion  the  concepts  of  the 
various  psychotherapeutic  schools  is  generally  doomed  to 
severe  criticism  from  the  specialists  in  each  group,  but  the 
specialist  proper  whether  he  agrees  or  not  with  the  opinions 
exposed  can  only  be  grateful  for  the  present  book,  since  it 
raises  so  many  interesting  and  important  questions  to  be  an- 
swered in  the  future.  Moreover  it  must  be  recognized  as  an 
attempt  to  gain  a  more  comprehensive  view  of  the  facts  in  a 
subject  or  field  much  too  extensive  to  be  exclusively  monop- 
olized by  any  one  method  of  investigation.  Physicians  and 
students  who  are  making  serious  efforts  to  understand  the 
development  and  applications  of  psychotherapy,  and  to  get 
to  the  roots  of  the  situation,  will  find  in  this  book  a  welcome 
guide,  formulated  from  a  wide  background  of  experience. 

Of  the  modern  books  on  psychotherapy  this  is  the  only  one 
dealing  with  its  actual  relationships  to  clinical  psychiatry.  To- 
day the  psychiatrist  must  be  cognizant  of  current  psycho- 
therapeutic theories  and  practices  and  must  make  up  his  mind 
how  far  his  research  policies  should  be  dominated  by  any  one 
method  and  in  what  classes  of  clinical  material  he  should 
focus  his  attention  for  the  good  of  his  patients.  As  Bernard 
Aschner  has  said,  "The  most  important  factor  in  medicine  is 
therapeutic  success.  It  is  of  greater  moment  than  all  special 
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investigations  be  they  ever  so  exact,  and  than  all  ingenious 
theories,"  and  it  is  the  clinical  psychiatrist  concerned  with  the 
mass  of  material  who  will  finally  decide  and  pass  on  the 
value  o£  psychotherapy  or  on  any  other  therapy,  for  that  mat- 
ter, as  applied  to  disorders  of  the  mind. 

The  book  does  not  represent  an  attempt  to  provide  addi- 
tional proof  of  the  validity  of  any  particular  school  of  psy- 
chological training  but  is  an  honest  assay  of  the  applications  of 
psychological  knowledge  to  various  fundamental  problems 
of  psychiatry.  Dr.  Hinsie  has  herein  rendered  a  service  to 
psychotherapy  by  examining  in  a  precise  manner  the  out- 
standing characteristics  of  the  leading  schools  of  psycho- 
pathology. 

Nolan  D.  C.  Lewis 

Neurological  Institute  of  New  York 
New  York,  N.  Y. 
March,  1937 


Foreword 

Advances  in  the  field  of  psychiatry,  particularly  those  of  the 
past  few  decades,  have  been  responsible  for  a  tremendous 
intensification  and  expansion  of  activities.  Progress  has  ap- 
peared not  only  in  the  realm  of  the  organically  determined 
psychiatric  disorders,  but  also,  and  especially,  in  the  large 
group  of  clinical  problems,  psychoneuroses,  and  psychoses, 
that  are  best  understood  at  present  in  the  light  of  psycho- 
genesis.  When  we  take  inventory  of  our  present  body  of  psy- 
chiatric information,  we  are  impressed  with  the  vast  amount 
of  data  that  throw  light  upon  the  structure  and  functions  of 
the  mind.  We  can  appreciate  more  clearly  now  the  relation- 
ship of  the  mind  to  the  body  and  to  the  environment.  The 
psychiatrist  today  has  a  workable  knowledge  of  many  of  the 
issues  that  he  is  called  upon  to  meet.  From  his  special  view- 
point, he  is  in  a  position  analogous  to  that  of  other  medical 
men  in  that  he  is  familiar  with  the  structure  (anatomy)  and 
function  (physiology)  of  the  psyche.  Moreover,  in  the  past 
generation,  a  wealth  of  information  relative  to  the  pathology 
of  the  mind  has  been  accumulated.  Concomitant  with  these 
advances,  therapeutic  principles  have  been  developed  and 

tested. 

The  purpose  of  this  book  is  to  indicate  the  general  con- 
ceptions that  prevail  with  respect  to  the  structure  and  func- 
tions of  the  mind,  and  to  show,  as  well  as  possible,  what  in- 
fluences these  conceptions  have  had  upon  the  problems  of 

psychotherapy. 

There  are  still  many  unsolved  questions.  The  author  be- 
lieves that  there  is  material  available  which  would  help  to 
clarify  many  of  the  issues  now  unclear.  He  has  taken  the 
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opportunity  to  indicate  some  of  the  research  problems  which 
might  serve  to  consolidate  the  opinions  prevailing  today  in 
regard  to  the  values  of  psychotherapy. 

L.  E.  H. 
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I:  Introduction 


GENERAL  SURVEY 


Within  the  past  few  decades  physicians  have  become  familiar 
with  forms  of  psychotherapy  which  have  assumed  more  or 
less  concrete  outlines  and  which  have  been  put  to  use  in  a 
manner  not  previously  possible.  Among  the  several  psycho- 
therapeutic methods  that  have  at  one  time  or  another  during 
the  past  quarter  of  a  century  gained  the  attention  of  physi-  s 
cians  may  be  mentioned  the  psychoanalysis  of  Freud,  the 
psychobiological  attitude  of  Meyer,  the  psychology  of  indi- 
viduation by  Jung,  and  individual  psychology  by  Adler.  In 
the  early  part  of  the  century,  before  these  several  methods 
were  put  to  extensive  practical  application,   each   occupied 
approximately  the  same  position  in  the  field  of  psychiatric 
research.  Two  of  the  schools,  those  of  Freud  and  of  Meyer, 
have  continued  to  grow  steadily,  not  only  intrinsically,  but 
have  attracted  an  ever-increasing  number  of  physicians  who 
find  that  the  principles  and  practices  are  valuable  therapeutic 
agents.  The  formulations  of  Jung  and  of  Adler  have  not  been 
identified  with  the  same  extension  of  interests  in  the  field  of 
medicine.  As  we  are  still  in  the  midst  of  research  on  questions 
of  psychotherapy,  it  would  not  seem  desirable  at  this  time  to 
express  any  final  judgment  with  respect  to  any  single  school, 
although  it  is  reasonable  to  take  an  inventory  of  the  present 
stock  of  knowledge.  All  of  it  is  not  of  the  same  value:  some 
is  useful  for  one  purpose ;  some  for  another.  An  attempt  is 
made  herein  to  indicate  as  fairly  as  possible  what  these  values 

may  be. 

The  book  aims  to  be  a  preface  to  psychotherapy.  It  covers 
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the  general  principles  involved  in  the  several  schools  of  psy- 
chotherapy, but  it  does  not  give  the  finer  details  that  enter 
into  the  therapeutic  procedures.  It  is  intended  to  be  an  ex- 
tended guide  to  those  who  may  not  have  had  the  advantage  of 
thorough  training  and  experience  in  the  therapy  of  psychi- 
atric disorders.  For  many  years  psychiatrists  have  had  a 
workable  plan  for  diagnosing  psychiatric  conditions ;  in  addi- 
tion, many  principles  identified  with  the  question  of  pathology 
of  the  mind  or  psyche  have  been  established.  Concurrent  with 
such  advances,  various  therapeutic  techniques  have  been 
evolved  and  utilized  by  research  psychiatrists.  For  over  a 
quarter  of  a  century,  psychiatrists  have  been  testing  and  re- 
testing  the  findings  that  have  been  recommended  as  thera- 
peutically helpful  to  the  mentally  disordered  patient,  and 
they  are  now  able  to  designate  with  some  degree  of  reliability 
the  extent  to  which  their  researches  may  be  found  efficacious 
in  practice. 

The  author  believes  it  highly  undesirable  to  promote  the 
interests  of  any  one  school  of  psychotherapy,  since  it  is  a 
recognized  fact  that  no  one  regime  is  applicable  to  all  of  the 
many  syndromes  encountered  in  psychiatric  practice.  Certain 
clinical  conditions  respond  most  favorably  to  Freudian  psy- 
choanalysis j  yet  it  must  be  granted  that  psychoanalysis  as  it 
is  applied  today  has  a  limited  field.  It  may  be  expected  to 
apply  to  that  group  of  psychiatric  individuals  referred  to  as 
psychoneurotic.  However,  quite  apart  from  the  question  of 
its  efficacy,  psychoanalysis  is  usable  in  a  mere  fraction  of  the 
total  number  of  psychoneurotic  individuals  who  seek  it.  Re- 
quirements such  as  time  and  expense  place  this  form  of  treat- 
ment beyond  the  reach  of  the  majority.  As  it  stands  today, 
psychoanalysis  is  of  little  public  service  therapeutically.  I 
would  add,  however,  that  under  given  conditions  it  is  a  re- 
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markable  therapeutic  agent  and  that  it  is  of  great  personal 
service  to  a  relatively  small  group. 

There  is  a  steadily  increasing  number  of  psychoneurotic 
individuals  seeking  treatment.  The  greater  part  of  this  group 
is  being  treated  by  that  form  of  psychotherapy  denned  by 
Adolf  Meyer  as  "objective  psychobiology."  To  those  who  view 
therapeutic  agents  from  the  standpoint  of  public  health,  it 
must  be  obvious  that  the  practices  sponsored  by  Meyer  are 
far  in  the  vanguard  today,  insofar  as  practicability  is  con- 
cerned. 

A  certain  number  of  psychoneurotic  individuals  respond 
favorably  to  the  school  of  individual  psychology  formulated 
by  Adler  and  to  that  of  analytical  psychology  by  Jung.  How- 
ever, since  I  am  speaking  from  the  standpoint  of  a  psychi- 
atrist, practicing  among  psychiatric  patients,  and  also  because 
I  am  discussing  major  types  of  psychotherapy  carried  out  by 
psychiatrists,  the  schools  of  Adler  and  of  Jung  are  not  given 
the  same  space  as  those  of  Meyer  and  of  Freud.  Adler  and 
Jung  offer  stimulating  and  helpful  points  of  view,  but  their 
present  position  is  in  the  periphery  of  psychiatric  practice. 

There  is  a  second  large  group  of  psychiatric  disorders, 
called  the  psychoses.  I  am  referring  to  those  whose  symp- 
tomatology is  best  understood  today  in  terms  of  psychogene- 
sis.  For  this  group  as  a  whole  psychoanalysis  is  therapeutically 
inconsequential.  The  most  suitable  approach  is  that  of  objec- 
tive psychobiology,  including  the  Adlerian  conceptions  of 
organic  and  psychic  inferiorities. 

There  seem' to  be  many  adequate  psychotherapeutic  meth- 
ods. Some  are  more  or  less  clearly  defined ;  others  are  not  yet 
defined,  even  though  they  are  in  daily  use.  The  author  has 
elected  to  describe  the  principal  formulations  of  four  psycho- 
therapeutists  and  to  indicate,  as  best  he  can,  their  clinical 
values  to  the  patient  and  to  the  public. 
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During  the  past  twenty-five  or  thirty  years,  a  striking  inter- 
est in  matters  pertaining  to  psychotherapy  has  been  crystal- 
lized in  certain  fields  of  scientific  endeavor.  In  other  fields  it 
is  still  more  or  less  amorphous  in  that  it  has  not  yet  assumed 
the  status  of  an  organized  body  of  knowledge  that  can  be 
used  in  accordance  with  some  of  the  common  requirements 
of  scientific  research.  Psychotherapy  is,  perhaps,  as  old  as 
man  himself  and  its  various  manifestations  have  changed  ap- 
preciably from  time  to  time.  A  general  survey  of  the  field 
today  reveals  that  psychotherapy  permeates  the  entire  social 
structure.  In  some  places  it  appears  in  bold  relief  as  if  carved 
from  a  definite  plan,  while  in  other  places  its  outlines  are  less 
clearly  discernible.  It  plays,  nevertheless,  a  definite  part  in 
all  walks  of  life.  The  physician,  psychologist,  lawyer,  clergy- 
man, educator,  executive,  parent— all  share  in  the  problems 
caused  by  mental  disorders  and  their  treatment. 

Early  in  the  nineteenth  century,  psychiatrists  began  to 
operate  under  a  more  or  less  organized  regime.  More  definite 
facilities  than  had  theretofore  been  set  up  were  made  avail- 
able for  the  mentally  ill.  Provision  was  made  for  the  care  and 
treatment  of  the  most  pronounced  forms  of  psychiatric  ill- 
nesses. In  time,  there  came  additional  facilities  to  care  for  the 
same  group  of  patients  in  their  earlier  years  of  illness.  Over  a 
period  of  years  emphasis  was  shifted  from  the  ecclesiastic  to 
the  medical  field.  For  a  long  time  the  practice  of  psychiatry 
was  largely  restricted  to  special  hospitals  and  institutions.  The 
latter  have  grown  in  number  and  have  changed  remarkably 
in  point  of  facilities  for  the  care  and  treatment  of  patients. 
They  now  receive  patients  who  a  generation  or  two  ago  had 
no  idea  of  seeking  treatment  from  a  physician.  We  refer,  of 
course,  to  the  psychoneurotic  patient,  sometimes  described  as 
having  a  minor  mental  disorder. 

When  the  physician  was  first  assigned  the  study  and  care 
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of  psychiatric  patients,  he  used  what  knowledge  was  avail- 
able to  him  in  an  effort  to  understand  his  patients.  Since  his 
information  was  almost  exclusively  of  an  organic  character, 
his  patients  were  studied  from  that  point  of  view.^  It  soon 
became  evident  that  psychiatric  patients  could  be  divided  into 
two  large  groups.  Into  one  of  the  groups  were  assembled 
those  patients  about  whom  it  was  definitely  known  that  the 
psychiatric  illness  was  one  of  the  aspects  of  an  organic  involve- 
ment. In  the  second  group,  the  psychiatric  syndrome  was  not 
known  to  have  any  recognizable  relationship  with  organic 
pathology.  Up  to  the  present  time  the  members  of  the  second 
group   have  been   studied   exhaustively   by   every   method 
known  to  physical  medicine,  without  throwing  any  positive 
light  upon  the  problems. 

In  the  middle  of  the  last  century,  a  number  of  physicians 
began  to  study  in  detail  those  mental  syndromes  that  did  not 
seem  to  derive  from  an  organic  substratum.  They  ventured 
the  opinion  that  certain  types  of  personalities  might  become 
sick  by  virtue  of  the  way  they  thought  and  felt.  There  were 
suggestions  to  the  effect  that  the  mind,  the  psyche,  might 
have  its  own  developmental  history:  it  might  have  its  own 
anlage;  its  own  laws  of  growth  and  function  3  it  might  have 
its  own  pathology.  Bernheim,  Charcot,  Janet,  Blandford, 
Baillarger,  Bain,  Tuke,  Griesinger,  Pinel,  Esquirol,  Langer- 
mann,  Rush,  are  but  a  few  in  the  long  list  of  eminent  psychi- 
atrists who  participated  in  these  early  advances.  Near  the 
close  of  the  nineteenth  century  the  groundwork  upon  which 
our  modern  conceptions  were  built  was  well  prepared.  By  the 
time  that  Janet,  Kraepelin,  Freud,  Meyer,  and  others  were 
ready  to  undertake  their  studies,  a  wealth  of  material  from 
past  sources  was  at  their  disposal.  With  this  material,  their 
observations  formed  a  continuum.  Descriptive  psychiatry  was 
well  under  way  when  Kraepelin  furnished  his  classifications. 
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Interpretative  psychiatry,  including  researches  into  the  un- 
conscious, provided  the  stimulus  to  Freud  for  more  intensive 
investigations  into  the  dynamics  of  the  psyche.  The  psycho- 
biology  of  Meyer  was  an  outgrowth  of  what  formerly  was 
termed  "moral  treatment"— a  procedure  indicated  by  Grie- 
singer  in  such  phrases  as  "what  is  healthy  in  the  patient  will 
be  strengthened  and  invigorated"  3  "mental  diversion  is  a 
fundamental  principle" ;  "employment  of  a  healthy  kind"; 
"all  kinds  of  amusement,  entertainment,  conversation"; 
"physical  employment."  The  theories  upon  which  psycho- 
biology  is  based  were  first  brought  together  in  the  second  half 
of  the  nineteenth  century  and  the  practices  have  thrived  in 
this  country  under  the  leadership  of  Meyer. 

Modern  forms  of  psychotherapy  as  practiced  in  the  field  of 
medicine  are  outgrowths  of  extensive  observations  developed 
during  the  second  half  of  the  nineteenth  century.  The  latter, 
in  turn,  were  the  outcome  of  empirical  observations  related 
to  three  other  forms  of  psychotherapy — miraculous,  religious, 
and  philosophical.  These  three  methods  seem  to  have  given 
actual  relief  to  certain  types  of  unhealthy  individuals  for 
varying  periods  of  time.  It  is  to  be  regretted  that  so  little  is 
known  of  the  facts  associated  with  the  cures,  for,  if  more  were 
known,  it  might  be  desirable  to  widen  the  scope  of  applica- 
tion or  to  include  some  of  the  fundamental  phenomena  of 
miracles,  religion,  and  philosophy  in  the  practices  now  em- 
ployed by  physicians.  The  current  desire  in  the  field  of  med- 
ical psychotherapeutics  is   for  shortened  forms  of  psycho- 
therapy. Something  might  be  gained  in  this  respect  by  a  study 
of  religious  and  philosophical  psychotherapeutics.  Apparently, 
however,  the  time  is  not  ripe  for  a  union  of  these  several 
fields  of  interests,  although  medicine  and  religion  still  main- 
tain some  common  interests.  When  science  and  religion  are 
able  to  discuss  their  joint  interests  impartially,  it  seems  prob- 
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able  that  an  added  understanding  of  psychotherapeutics  may 
be  evolved.  One  of  the  most  important  foundations  for  the 
merging  of  such  interests  may  be  found  in  the  three  volumes 
edited  by  Parker,  Psychotherapy.  In  these  volumes  may  be 
found  some  excellent  contributions  from  the  fields  of  psychi- 
atry,  neurology,   psychology,   philosophy,   and   religion.   A 
sequel  appeared  in  Psychotherapeutics,  a  Symposium  (1910). 
It  is  usual  for  most  modern  conceptions  to  take  precedence 
in  our  studies  over  those  observations  out  of  which  they 
emerge.  It  seems  to  me,  however,  that  in  view  of  the  present 
status  of  psychotherapeutics,  a  study  of  certain  precursors  adds 
appreciably  to  our  present  orientation.  Charcot  urged  physi- 
cians to  observe  the  phenomena  of  miracles.  Janet  made  some 
studies— he  felt  that  they  were  very  incomplete— of  the  cures 
that  took  place  at  Lourdes.  He  was  "able  to  decide  that  92 
out  of  the  no  were  cures  of  neuropathic  disorders."  He  con- 
cluded, however,  that  "as  long  as  the  only  available  medicine 
was  the  medicine  of  miracle,  men  may  have  been  well  advised 
to  risk  the  remnants  of  their  health  by  taking  tickets  in  this 
lottery.  But,  today,  surely,  they  might  find  something  better 

to  do." 

Medical  psychotherapeutics  of  today  include  in  some 
degree  the  moral  treatment  so  vigorously  championed  by 
Dubois,  suggestion  and  hypnotism  (among  whose  leaders 
may  be  mentioned  Bernheim),  treatment  by  rest  (S.  J.  Jack- 
son, S.  Weir  Mitchell)  and  by  isolation  (Pinel),  and  treat- 
ment by  excitation  (Janet).  Each  of  these  methods  contributes 
invaluably  to  the  principles  and  practices  of  psychobiology,  as 
that  term  is  used  in  its  widest  sense.  We  are  mindful  of  the 
claim  of  Bernheim  who  said  that  "the  mind  is  not  a  negligible 
quantity.  There  is  such  a  thing  as  psychobiology.  There  is 
also  such  a  thing  as  psychotherapy.  This  is  a  powerful  lever, 
and  one  which  the  human  intelligence  and  medical  ther- 
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apeutics  must  turn  to  full  account"  (La  Suggestion,  1886, 
p.  48).  To  my  knowledge,  the  most  comprehensive  and  im- 
partial survey  of  the  field  of  psychotherapeutics  which  imme- 
diately antedates  the  concepts  of  today  is  contained  in  the 
two  volumes  by  Janet,  Psychological  Healing  (1925). 

As  a  consequence  of  the  steady  increase  of  knowledge  rela- 
tive to  psychiatric  problems,  psychiatrists  have  a  definite  store 
of  information  that  is  serviceable  to  the  psychiatric  patient. 
Reports  from  authoritative  sources  indicate  that  more  than 
half  of  the  psychiatric  patients  who  show  a  so-called  psycho- 
genic syndrome  may  be  expected  to  benefit  to  a  greater  or 
lesser  extent  by  the  procedures  available  at  the  present  time. 

In  view  of  our  present  aim,  namely,  to  provide  a  practical 
guide  for  the  physician  in  the  management  of  his  psychiatric 
patients,  it  is  not  possible  to  give  credit  to  the  host  of  other 
investigators  who  have  contributed  invaluable  aid.  Psychiatric 
research  owes  much  to  collaborators  in  other  fields— consti- 
tutional pathology,  internal  medicine,  surgery,  neuropathol- 
ogy, bacteriology,  biochemistry,  psychology,  anthropology, 
sociology. 

EXTENT  AND  NATURE   OF   PSYCHOTHERAPEUTIC 

PROBLEMS 
On  June  30,  1934,  the  Department  of  Mental  Hygiene 
of  New  York  State  was  responsible  for  the  care  of  84,293 
patients.  On  that  date  the  ratio  of  physicians  to  patients  was 
1  to  175.9.  It  may  be  estimated  that,  in  general,  half  of  the 
total  number  of  patients  referred  to  fall  into  the  group  called 
psychogenic.  The  type  of  psychotherapy  applied  to  these 
patients  is  essentially  the  psychobiology  of  Meyer:  a  resume 
of  this  is  given  in  Chapter  III  and  the  clinical  results  of  its 
use  are  reported  by  Landis  in  Chapter  V  of  this  book.  It  may 
be  mentioned  here  that  statistical  reports  lead  to  the  impres- 
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sion  that  the  percentage  of  improvements  in  the  psychogenic 
patients  treated  under  the  psychobiological  regime  is  ap- 
proximately the  same  as  that  of  a  similar  group  treated  by 
psychoanalysis.  Furthermore,  the  average  patient  is  treated 
by  the  psychobiologist  for  about  six  months  and  by  the  psy- 
choanalyst for  about  eighteen  months.  Such  a  comparison, 
however,  should  not  be  taken  literally,  for  there  are  a  large 
number  of  important  factors  involved.  Several  of  those 
factors  are  discussed  in  various  chapters  of  this  book. 

While  the  ratio  of  physicians  to  patients  was  i  to  175-9?  lt: 
may  be  said  that  well  over  half  of  the  patients  were  in  the 
psychogenic  group.  From  the  standpoint  of  psychogenic  pa- 
tients, therefore,  the  ratio  was  one  physician  to  about  88 
patients.  The  number  of  psychogenic  patients  amenable  to 
direct  or  indirect  forms  of  psychotherapy  was  less  than  88  and 
probably  nearer  50.  Of  the  psychogenic  group  as  a  whole, 
only  a  very  small  proportion  were  psychoneurotic  patients, 
and  to  relatively  few  of  these  was  psychoanalysis  applicable 
as  a  formal  procedure.  This  condition  is  the  antithesis  of  that 
encountered  in  psychoanalytic  practice.  The  majority  of  psy- 
choneurotic individuals  under  the  care  of  the  Department  of 
Mental  Hygiene  of  New  York  State  were  treated  by  psycho- 
biological  procedures. 

Since  the  psychobiological  school  includes  the  active  serv- 
ices of  at  least  four  individuals  (physician,  nurse,  occupational 
therapist,  and  social  worker),  the  total  amount  of  time  given 
by  the  physician  to  any  one  psychogenic  patient  is  relatively 
less  than  that  given  by  the  psychoanalyst.  It  may,  therefore, 
be  seen  that  the  ratio,  i  :i75-9> is  not  comparable  to  that  gen- 
erally maintained  by  psychoanalysts.  A  full  daily  schedule 
for  the  psychoanalyst  who  confines  his  interests  to  formal 
Freudian  psychoanalysis  probably  does  not  exceed  eight  pa- 
tients. Since  each  of  the  eight  patients  may  be  expected  to 
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remain  under  therapy  for  approximately  eighteen  months, 
the  average  number  of  patients  treated  annually  by  each 
individual  psychoanalyst  is  about  five.  In  other  words,  the 
psychoanalyst  treats  five  patients  a  year,  while  the  psycho- 
biologist  is  responsible  for  the  care  of  about  176  in  the  same 
time.  These  figures  are  probably  more  valuable  as  generali- 
ties than  as  statistics.  They  imply,  at  least,  that  the  psycho- 
biologist  assumes  responsibility  for  a  far  greater  number  of 
patients  than  does  the  psychoanalyst.  The  general  means  by 
which  each  meets  the  responsibilities  and  the  results  achieved 
are  indicated  in  the  chapters  that  follow. 

Rado  stated  that  "only  those  who  realize  the  extraordinary 
frequency   of   psychoneuroses   can   properly   appreciate   the 
immense  contribution  to  social  hygiene  which  psychoanalytic 
research  has  achieved  in  this  one  direction  alone"  (the  New 
York  Psychoanalytic  Society,  Report  for  the  Academic  Years 
I93I~I934>  P-  H)  •  Rado  does  not  state  in  actual  figures  what 
he  means  by  "the  extraordinary  frequency  of  psychoneuroses." 
In  A  Survey  of  Mental  Hygiene  Facilities  and  Resources  in 
New  York  City   (1929),  a  monograph  by  Greene,  Pratt, 
Davies,  and  Branham,  the  authors  recorded  the  results  of 
their  findings  in  25  of  the  67  New  York  City  clinics  that 
admit  psychiatric  patients.  Referring  only  to  the  25  mental 
hygiene   clinics,   they  showed   that   "approximately   twenty 
thousand  new  patients  are  treated  in  these  clinics  each  year 
and  about  ten  thousand  patients  are  carried  over  from  the 
previous  year."  That  means  thirty  thousand  patients.  The 
authors  also  said  that  about  one-quarter  of  the  thirty  thou- 
sand,  or  about  seventy-five  hundred,  were  psychoneurotic 
patients.  To  quote  further:  "The  figures  of  the  New  York 
City  Welfare  Council's  Health  Inventory  show,  in  round 
numbers,  fifty  thousand  patients  receiving  mental  hygiene 
care  in  sixty-seven  clinics  in  New  York  City."  One-quarter 
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of  fifty  thousand  equals  twelve  thousand  five  hundred  psy- 
choneurotic patients.  These  figures  refer  only  to  clinics.  They 
do  not  refer  to  hospitalized  patients.  Moreover,  they  relate 
only  to  patients  who  sought  treatment  at  mental  hygiene 
clinics.  There  are  no  statistics  to  show  how  many  psycho- 
neurotic patients  did  not  seek  treatment  during  the  year  in 
question  3  or  how  many  did  seek  treatment  from  private 
medical  and  nonmedical  sources.  To  gauge  the  validity  of 
Rado's  statement  that  psychoanalysis  made  "an  immense  con- 
tribution to  social  hygiene,"  let  us  examine  the  known  number, 
seventy-five  hundred. 

During  the  year  in  question,   1929,  about  sixty  psycho- 
analysts were  identified  with  the  New  York  Psychoanalytic 
Society.  How  many  others  may  have  been  practicing  the 
Freudian  form  of  psychoanalysis  in  New  York  City  at  that 
time  is  not  known.  Since  each  psychoanalyst  carries  through 
the  classical  form  of  psychoanalysis  with  five  patients  a  year, 
it  may  be  estimated  that  the  sixty  psychoanalysts  treated 
three  hundred  patients  in  1929.  It  is  not  recorded  anywhere, 
to  my  knowledge,  that  any  one  of  the  seventy-five  hundred 
psychoneurotic  patients  was  treated  in  a  formal  psychoanalyti- 
cal manner.  Therefore,  it  seems  reasonable  to  believe  that  of 
the  minimum  number  of  known  psychoneurotic  patients  in 
1929  (that  is,  seventy-five  hundred  plus  three  hundred,  or 
seventy-eight  hundred  patients),  psychoanalysts  treated  three 
hundred.  This  means  that  psychoanalysis  was  available  as  a 
formal  therapeutic  agent  to  about  one  patient  out  of  every 
twenty-five  who  sought  treatment.  This  is  probably  a  maxi- 
mum number.  A  procedure  that  can  be  applied  to  approxi- 
mately 4  percent  of  a  given  clinical  disorder  can  hardly  be 
said  to  constitute  an  "immense  contribution  to  social  hygiene." 
It  may  become  an  immense  contribution,  even  if  the  tech- 
nique has  to  be  extended  over  as  long  a  period  as  is  necessary 
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today,  because  each  year  a  larger  number  of  psychiatrists 
qualify  for  the  practice  of  psychoanalysis.  Perhaps  Rado  does 
not  intend  to  imply  immense  contribution  from  the  stand- 
point of  therapy,  but  from  that  of  pathology.  It  seems  true 
that  psychoanalytic  knowledge  has  made  an  immense  con- 
tribution to  the  understanding  of  the  psychoneurotic  patient  j 
if  that  is  what  Rado  means,  his  statement  is  valid.  But  psycho- 
therapy apparently  has  not  kept  pace  with  psychopathology. 
If  it  has,  the  evidence  is  not  available.  It  would  help  to 
clarify  matters  if  those  who  have  had  years  of  experience 
with  therapeutic  psychoanalysis  would  state  their  results. 

The  statistics  given  in  the  preceding  pages  serve  to  indicate 
the  growing  responsibilities  placed  before  the  field  of  psy- 
chiatry. Psychiatrists  are  equipped  with  certain  methods  of 
investigation  and  therapy ;  they  have  tried  out  certain  pro- 
cedures and  disciplines  j  they  have  taken  a  critical  attitude 
toward  their  observations ;  and  have  placed  the  results  of 
their  efforts  on  record.  Their  reports  are  in  the  nature  of 
preliminary  communications  issued  from  time  to  time  as 
research  activities  continue.  When  new  ideas  are  presented 
they  are  scrutinized  carefully  by  others,  who,  in  turn,  report 
upon  the  validity  of  the  recommendations.  As  a  consequence 
of  the  steady  flow  of  suggestions  arising  from  research 
activities,  a  body  of  factual  material  possessing  therapeutic 
applicability  has  been  assembled  and  offered  to  the  medical 
practitioner.  Special  groups  of  ideas  have  been  organized 
under  separate  headings  such  as  psychoanalysis,  objective 
psychobiology,  individual  psychology,  analytical  psychology, 
and  other  terms.  For  approximately  a  quarter  of  a  century, 
the  formulations  of  each  school  of  thought  have  been  tested 
by  a  large  number  of  men  and  certain  apparently  sound 
principles  and  practices  have  been  recommended  by  reliable 
authorities.  Among  the  objects  of  this  book  are  to  orient 
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the  reader  in  these  principles  and  practices,  to  record  the 
results  associated  with  the  special  types  of  therapeutic  ap- 
proach, and,  finally,  to  indicate  as  reasonably  as  possible, 
if,  and  to  what  extent,  the  clinical  outcome  may  be  considered 
due  to  the  special  type  of  therapy  employed. 

We  should  not  lose  sight  of  the  fact  that  modern  methods 
of  psychotherapy  are  in  the  stage  of  progressive  development 
and  not  in  widespread  use.  Psychotherapeutic  methods  are 
under  free  and  intensive  investigation  in  comparatively  few 
localities,  chiefly  the  metropolitan  areas  of  the  western  world. 
The  tasks  assumed  by  a  research  investigator  in  psycho- 
therapy are  particularly  voluminous  and  difficult,  involving, 
as  they  do,  the   multiple  activities   identified  with   living. 
As  new  therapeutic  issues  are  raised  and  studied,  they  have 
to  be  checked  and  controlled  against  a  large  number  of  allied 
data.  Within  the  past  forty  years  or  more,  a  vast  amount  of 
information  has  been  submitted  to  the  psychiatrists  for  in- 
vestigation and  evaluation.  While  definite,  concrete  progress 
has  been  rendered  in  matters  of  therapy,  it  must  be  granted 
that  there  remains  a  fertile  field  for  research. 

When  we  consider,  for  instance,  one  of  the  clinical  syn- 
dromes that  has  been  most  exhaustively  studied  and  about 
which  there  is  considerable  therapeutic  optimism,  namely, 
conversion  hysteria,  there  are  still  some  fundamental  issues 
unanswered.  These  may  be  indicated  by  reference  to  a  clinical 
case.  A  married  woman,  with  three  children,  was  reasonably 
well  adjusted  until  she  was  37  years  old,  when  she  suddenly 
developed  a  full-fledged  syndrome  called  globus  hystericus. 
The  illness  was  most  distressing,  not  only  to  herself,  but  to 
the  entire  household.  The  total  duration  of  the  illness  was 
about  four  months,  during  which  time  she  remained  in  her 
own  home  without  any  special  psychotherapeutic  care.  She 
gained  a  complete  remission  of  her  symptoms  and  has  ap- 
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peared  to  be  a  mentally  healthy  individual  for  about  three 
years.  I  took  the  opportunity  of  making  a  complete  review 
of  her  life,  covering  the  circumstances  prior  to  and  during 
her  illness.  The  details  were  extensive  and  it  was  possible 
to  reconstruct  the  illness  in  terms  of  psychoanalysis.  It  was 
possible  to  understand  the  relationship  of  her  symptoms  to 
her  past  experiences  5  indeed,  the  psychodynamics  were  not 
at  all  unlike  those  commonly  observed  among  patients  with 
a  similar  syndrome.  But  she  regained  her  health  without  the 
intervention  of  any  formal  type  of  psychotherapy. 

It  is  highly  desirable  to  know  what  may  be  the  expected 
course  of  any  clinical  syndrome  in  the  absence  of  a  thera- 
peutic regime.  If  the  patient  had  been  treated  by  psychoanaly- 
sis, or  by  objective  psychobiology,  or  by  individual  psychology, 
or  by  analytical  psychology,  or  by  Christian  Science,  or,  as 
was  actually  the  case,  by  the  untutored  psychology  of  a  sen- 
sible husband,  could  any  one  of  these  agents  have  been 
reasonably  correlated  with  the  favorable  outcome?  The  answer 
must  be  "no,"  for  there  are  no  recognizable  and  unqualified 
data  upon  which  a  firm  conviction  could  be  sustained.  Un- 
doubtedly great  advances  have  been  made  in  the  under- 
standing of  the  psychopathology  of  mental  disorders,  but 
I  am  not  convinced  that  our  present  knowledge  is  adequate 
to  assure  us  that  the  final  clinical  outcome  is  due  to  the  tech- 
niques employed. 

Control  data  are  meager  or  lacking,  perhaps  because 
psychiatrists  have  been  more  or  less  completely  occupied  with 
the  study  of  the  phenomena  of  the  psyche.  We  are  in  pos- 
session of  a  large  volume  of  information  on  the  anatomy, 
physiology,  and  pathology  of  the  psyche ;  in  fact,  we  are 
probably  overwhelmed  by  the  rapid  accumulation  of  data 
during  the  past  two  or  three  decades.  We  are  still  very  busy 
Checking  our  observations  on  the  structure  and  function  of 
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the  mind.  Studies  in  therapy  are  likewise  being  made,  but 
they  cannot  be  adequately  evaluated  until  the  more  funda- 
mental issues  (anatomy,  physiology,  pathology)  are  more 
clearly  understood. 

Psychoanalysts  have  been  conducting  an  important  program 
that  might  well  be  considered  control  material.  For  the  past 
several  years,  they  have  been  analyzing  well-adjusted  indi- 
viduals, looking  upon  the  analysis  as  part  of  their  necessary 
training  and  experience.  It  would  be  enlightening  to  com- 
pare the  material  derived  from  the  psyche  of  the  well- 
adjusted  individual  with  that  derived  from  the  psyche  of  the 
mentally  ill  patient.  Such  a  critical  research  project  might 
be  the  next  step  in  a  better  understanding  of  psychophysiol- 
ogy,  psychopathology,  and  psychotherapy. 

Another  very  important  problem  that  might  be  studied 
with  respect  to  the  psychoanalysis  of  the  well-adjusted  indi- 
vidual  is   that   of  the   artificial   reproduction   of   a   clinical 
psychiatric  syndrome.  In  other  fields  of  medicine  the  ability 
to  reproduce  a  clinical  syndrome  under  controlled  conditions 
represents  a  distinct  advance.  The  method  is  to  select  healthy 
individuals,  to  produce  clinical  psychiatric  syndromes  in  them, 
and  then  to  remove  the  syndromes.  Among  certain  research 
workers  in  medical  science,  such  a  series  of  circumstances  is 
regarded  as  a  sine  qua  non  for  an  adequate  appreciation  of 
many  of  the  factors  associated  with  disease  conditions.  It  does 
not  seem  desirable,  however,  to  induce  a  mental  illness  in  a 
healthy  person.  That  does  not  appear  to  be  necessary.  Psycho- 
analysts are  in  a  position  to  provide  some  interesting  informa- 
tion in  this  connection,  because  it  has  been  shown  that,  during 
the  analysis  of  mentally  healthy  individuals,  a  psychiatric 
syndrome  is  "produced"  or  "released,"  or  at  least  appears 
in  consciousness.  It  is  then  analyzed  and  usually  removed.  At 
any  rate,  something  seems  to  be  done  by  the  analyst  that 
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causes  a  syndrome  to  appear.  It  would  be  well  to  know  more 
accurately  than  is  known  at  the  present  time  just  what  factors 
operate  to  create  the  syndrome  or  to  cause  a  latent  syndrome 
to  appear.  The  psychoanalyst  is  able  to  break  down  the  re- 
sistances of  the  psyche,  in  a  manner  analogous  to  the  breaking 
down  of  the  vitamin  balance  that  leads  to  a  scorbutic  dis- 
order. Just  what  are  the  factors  comprising  the  condition 
termed  by  the  psychiatrist  "psychic  immunity"?  Perhaps  psy- 
choanalysts have  been  giving  us  the  answer  through  their 
discussions  on  resistances,  repressions,  sublimations,  reaction- 
formations,  and  the  like.  Personally  I  believe  this  to  be  so, 
although  I  think  it  would  be  helpful  to  consolidate  the  forces 
at  work  into  a  more  unified  whole.  It  may  not  be  in  accordance 
with  the  facts  to  imply  that  a  clinical  syndrome  is  released 
as  a  consequence  of  the  removal  of  inhibiting  factors.  It  is  just 
as  possible  that  an  entirely  new  set  of  conditions  (a  clinical 
syndrome)  is  produced  by  psychoanalysis.  A  more  concise 
study  should  prove  interesting. 

It  would  be  enlightening  to  know  also  if  genuine  clinical 
syndromes  occur  during  the  analysis  of  an  individual  who 
was  previously  mentally  healthy.  There  are  reports  referring 
to  superimposed  neuroses,  but  there  is  a  paucity  of  informa- 
tion regarding  the  causes,  development,  and  symptomatology 
of  these  so-termed  "artificial  neuroses."  From  the  standpoint 
of  descriptive  psychiatry,  how  do  the  artificially  produced 
syndromes  compare  with  those  not  so  produced?  There  is 
little  published  material  from  which  to  gain  an  answer  to  the 
question.  The  data  exist,  but  they  have  not  yet  been  assembled 
and  presented.  All  we  seem  to  know  is  that,  during  the 
psychoanalysis  of  a  mentally  well-balanced  person,  an  un- 
healthy mental  state  appears.  Obviously  the  potentialities  for 
the  clinical  syndrome  (and  not  the  syndrome  itself)  reside 
in  the  unconscious  part  of  the  mind.  During  the  psychoanaly- 
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sis  of  a  healthy  individual  the  repressive  and  integrative 
forces  of  the  mind  are  broken  down;  when  it  appears  that 
the  instinctual  forces  are  about  to  be  released  in  unbridled 
and  unsocialized  form,  a  clinical  syndrome  is  produced  as  the 
vicarious  agent  to  which  the  instinctual  forces  are  attached. 
By  this  unique  arrangement,  the  individual,  that  is,  the  con- 
scious perceptive  part  of  him,  is  spared  the  apparently  disas- 
trous results  that  would  come  about  if  he  had  to  face  the 
uncompromising  and  direct  demands  of  his  instincts.  It  does 
not  appear,  however,  that  well-defined  clinical  syndromes, 
such  as  those  that  a  psychiatrist  meets  in  everyday  practice, 
are  observed  during  the  analysis  of  mentally  healthy  indi- 
viduals. The  superimposed  neuroses  often  seem  to  be  more 
in  the  nature  of  the  so-called  "character  neuroses,"  which 
are  to  be  regarded  as  anomalous  rather  than  pathological 

states. 

Perhaps  the  analysis  of  mentally  healthy  individuals  may 
throw  some  light  upon  the  factors  involved  in  the  therapy 
of  psychiatric  patients.  It  seems  probable  that  research  investi- 
gations might  help  to  answer  the  question  as  to  whether  it  is 
possible  artificially  to  produce  a  mental  disease  or  to  create 
a  psychiatric  ailment.  We  know  that  ailments  of  various  kinds 
are  producible  under  the  influences  of  hypnosis  or  of  sugges- 
tion without  the  interruption  of  consciousness,  and  that  ail- 
ments so  produced  may  be  removed  by  the  same  procedure. 
Do  symptoms  of  a  similar  order  occur  under  the  influence 
of  psychoanalysis  and,  if  so,  what  are  the  probable  factors  at 

work? 

Psychoanalysis  as  a  therapeutic  procedure  may  be  particu- 
larly valuable  among  those  individuals  who  are  not  mentally 
diseased  in  any  formal  sense  of  the  word,  but  among  those 
who  are  said  to  exhibit  character  anomalies.  If  psychoanalysis 
is  "resistance"  analysis— by  which  one  refers  to  the  barriers 
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set  up  in  the  conscious  and  unconscious  spheres  against  the 
appearance  in  consciousness  of  instinctual  and  experiential 
forces  of  early  childhood— then  it  must  be  granted  that  the 
resistances  are  as  influential  among  normal  individuals  as  they 
are  among  the  abnormal.  There  are  no  essential  differences, 
in  point  of  technique  or  of  duration  of  treatment,  in  the  two. 
It  appears,  however,  that  the  therapeutic  practices  of  psycho- 
analysis have  been  gradually  leaving  the  sphere  of  the  severe 
neuroses  or  psychoneuroses  and  have  been  including  the  milder 
psychoneurotic  and  normal  or  near-normal  states.  It  would 
be  helpful  to  have  a  fairly  extensive  description  of  the  type 
and  severity  of  clinical  syndromes  treated  by  psychoanalysts 
in  private  practice.  How  would  such  statistics  compare  with 
those  gathered  in  a  clinic  (e.g.,  the  Berlin  Psychoanalytic 
Institute)  ? 

It  seems  to  me  that  psychoanalysts  could  answer  many  of 
the  questions  raised  in  these  pages.  They  have  not  yet  done 
so,  and  until  they  do,  others  will  continue  to  ask  us  vital 
questions.  It  can  hardly  be  expected  that  those  who  do  not 
know  will  be  satisfied  by  general  statements  made  by  even 
the  most  honorable  and  respectable   investigators.   Psycho- 
analysis has  come  to  be  a  vocation ;  it  was  not  so  a  few  decades 
ago.  The  undergraduate  student,  for  example,  wants  to  know, 
in  a  language  that  is  convincing  to  him,  what  he  may  be 
expected  to  accomplish  if  he  should  become  a  psychoanalytic 
practitioner.  If  his  interests  are  of  a  research  nature,  I  believe 
that  no  other  trend  of  study  offers  as  much  to  him  as  the 
psychoanalysis  of  Freud.  It  stands  alone.  If  the  student,  how- 
ever, is  uninterested  in  research  and  desires  to  apply  the 
practices  already  in  vogue,  I,  for  one,  am  not  prepared  to  be 
as  definite  in  my  recommendations.  The  therapeutic  facts  that 
the  student  would  like  to  have  are  not  as  extensive  and  as 
well-defined  as  he  might  reasonably  expect  them  to  be. 
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There  are  no  psychoanalytic  hospitals  from  which  such 
facts  might  be  obtained.  Indeed  therapeutic  psychoanalysis 
as  a  formal  procedure  has  not  become  general  hospital  prac- 
tice. Psychoanalytic  psychopathology,  however,  permeates  the 
hospitals  of  advanced  standing,  and  possesses  a  value  equal 
to  that  of  organic  pathology  in  general  hospitals.  For  its  suc- 
cessful application  psychoanalysis  now  requires  the  private 
office  setting  or  its  equivalent.  There  are  at  the  time  at  least 
nine  psychoanalytic  institutes— in  Berlin,  Vienna,  London, 
Paris,  The  Hague,  Budapest,  Frankfort,  New  York,  and  Chi- 
cago j  many  of  these  have  been  in  operation  but  a  few  years. 
Many  of  their  members  have  been  in  practice  for  years,  yet 
the  infrequency  of  therapeutic  reports  is  remarkable.  The 
Berlin  Psychoanalytic  Institute,  founded  in  19 19,  issued  a 
report  covering  a  ten-year  period.  The  report  is  analyzed  in 
Chapter  V  of  this  book.  The  Chicago  Institute  for  Psycho- 
analysis has  mapped  out  and  is  putting  into  operation  a  con- 
crete research  program,  which,  it  appears,  may  help  to  answer 
many  of  the  questions  raised  in  this  book  and  elsewhere. 
Franz  Alexander,  its  director,  is  leading  the  research  activities 
and  his  report  for  the  year  I934-35  is  enlightening. 

In  an  editorial  appearing  in  the  Journal  of  the  American 
Medical  Association,  May  9,  1936,  under  the  title  "Eightieth 
Birthday  of  Sigmund  Freud,"  there  was  a  general  evaluation 
of  the  influence  of  psychoanalysis  in  the  field  of  medicine. 
The  opening  paragraph  stated  that  "the  inevitable  phases  of 
reaction  and  consternation  always  provoked  by  new  dis- 
coveries have  not  yet  been  passed."  It  is  difficult,  therefore, 
while  such  an  attitude  persists,  to  gain  a  calm  comprehension 
of  the  issues  involved.  It  is  generally  agreed  by  medical  men 
that  "Freud's  great  accomplishment  consisted  in  introducing 
standardized  psychologic  methods  for  the  investigation  of 
psychologic  phenomena,  and  in  observing  psychopathologic 
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processes  in  the  continuity  of  psychologic  causality."  I  think 
that  Freud's  contributions  to  the  realm  of  psychology  and 
psychopathology  are  epochal.  I  am  also  of  the  opinion,  again 
to  quote  the  editorial,  that  "it  is  too  early  to  pass  final  judg- 
ment on  the  therapeutic  efficiency  of  psychoanalysis." 

I  should  like  to  quote  further  from  the  editorial,  since  I 
think  it  represents  very  well  the  position  that  psychoanalysis 
occupies  today.  "Today  psychoanalysis  and  its  followers  are 
still  somewhat  isolated  from  the  rest  of  medicine.  No  doubt 
the  first  bitter  emotional  reactions  against  the  startling  con- 
cepts of  Freud  are  responsible  for  this  isolation.  Seen  from 
historical  perspective,  however,  the  thirty  year  period  of 
isolated  development  of  psychoanalysis  is  not  remarkable. 
The  fight  for  the  scientific  study  of  the  human  body  by  dis- 
section lasted  for  centuries j  the  unbiased  objective  study  of 
the  human  personality  must  prevail  over  greater  emotional 
obstacles."  Again,  "the  position  of  Freud  as  a  great  leader  is 
secure.  Great  epochs  in  medicine  are  defined  by  great  leaders. 
As  we  associate  Vesalius  with  anatomy,  Harvey  with  physi- 
ology, Virchow  with  pathology  and  Pasteur  with  bacteriology, 
we  shall  come  to  consider  Sigmund  Freud  as  the  founder  of 
a  new  trend  of  thought  in  psychiatry." 
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II:  Psychoanalysis 

FREUD 

THE  PSYCHE  AN  ORGAN  OF  THE  BODY 
The  conceptions  of  Freud  and  of  Meyer  are  susceptible  to 
a  reasonably  fair  description  and  delineation.  As  therapeutic 
agents  they  offer  methods  of  approach  that  are  quite  different 
from  one  another,  perhaps  because  they  are  derived  from 
clinical  experiences  that  vary  appreciably.  Meyer's  forte  is  the 
psychotic  individual,  while  that  of  Freud  is  the  psychoneu- 
rotic. It  is  inevitable  that  at  times  one  touches  upon  the  general 
interests  of  the  other.  Such  a  contiguity  of  the  two  fields  has 
led  me  to  include  under  the  formal  headings  "psychobiology" 
and  "psychoanalysis"  concepts  that  strictly  do  not  belong  to 
either.  From  an  academic  standpoint  such  an  arrangement  is 
not  in  accordance  with  the  best  traditions,  but  in  the  interest 
of  the  physician  who  desires  to  give  precedence  to  matters  of 
practical  applicability  the  arrangement  appears  to  be  valid. 
With  the  advances  in  psychiatric  knowledge  that  have 
taken  place  over  the  past  few  decades,  it  is  obviously  not 
possible  to  make  sharp  distinctions  between  the  methods  of 
one  investigator  and  those  of  others.  There  are  many  princi- 
ples in  the  methods  of  both  Meyer  and  Freud  that  are  unlike. 
A  careful  study  of  the  formulations  of  both  soon  leads  to  the 
fact  that  each  has  his  own  special  sphere  of  activities.  The 
physicians  who  major  in  the  psychoanalytic  approach  concen- 
trate their  interests  upon  the  realm  of  the  unconscious,  while 
those  with  a  psychobiological  point  of  view  focus  their  atten- 
tion upon  the  conscious  part  of  the  psyche  and  its  reflections 
in  the  environment.  The  experimental  and  practical  research 
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activities  of  each  group  have  thus  been  directed  upon  the 
same  object,  the  psyche,  but  the  particular  material  and  forces 
under  investigation  have  differed.  The  researches  of  the 
two  schools  might  be  likened  to  those  of  two  geologists,  one 
of  whom  studies  in  detail  the  construction  of  the  upper  strata 
of  the  earth's  surface  and  stresses  also  the  influences  of  the 
many  external  conditions  upon  the  upper  strata,  while  the 
other  begins  his  studies  in  the  depths  of  the  earth  and  works 
toward  the  surface.  Each  describes  what  he  sees  and  each 
attempts  to  find  the  reasons  for  the  conditions  he  meets. 
They  work  toward  each  other  and  eventually  the  interests  of 
one  merge  into  those  of  the  other.  As  their  investigations 
proceed  they  record  their  findings,  many  of  which  have  special 
significance  due  to  the  local  differences  encountered. 

The  multiple  activities  of  psychobiologists  have  to  do  with 
that  part  of  the  psyche  designated  as  the  "conscious."  Con- 
sciousness includes  all  those  psychical  factors  of  which  the 
individual  is  aware ;  it  might,  therefore,  be  called  the  "aware- 
ness." There  is  another,  and  an  exceedingly  important,  realm 
of  the  psyche  that  is  known  as  the  "unconscious."  The  influ- 
ences of  what  today  is  called  the  unconscious  have  been  recog- 
nized for  centuries.  The  unconscious  comprises  those  emo- 
tional forces,  buttressed  by  the  personal  and  racial  experiences 
of  the  individual,  that  impel  him  into  certain  channels  of 
thinking,  feeling,  or  acting;  the  origin  of  the  forces  is  outside 
of  the  field  of  immediate  and  often  of  remote  awareness. 
It  is  well  known  that  certain  patients  possess  ideas  or  impulses 
entirely  inimical  and  foreign  to  them,  that  is,  to  the  conscious 
self.  The  minister,  for  instance,  who  moves  about  with  the 
most  pious  expression  and  who  beseeches  his  congregation  to 
love  God  may  at  the  same  time  find  it  extremely  difficult  to 
suppress  blasphemous  ideas.  He  tries,  so  to  speak,  to  shake 
off  the  ideas  repulsive  to  him,  yet  these  recur  with  each  ex-- 
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pression  of  devotion  to  Him.  The  minister  well  recognizes 
that  the  ideas  come  from  his  mind,  but  they  are  the  antithesis 
of  his  conscious  desires  j  something  in  him  compels  him  to 
think  abusive  and  impious  thoughts.  He  may  try  to  become 
more  intensely  devoted  to  his  God,  but  he  is  dogged  by  the 
profane  ideas  that  almost  pass  his  lips.  The  forces  stimulating 
the  impiety  may  become  greater  than  those  associated  with 
the  ideas  of  righteousness  and  goodness.  The  emotional  and 
ideational  conflict  may  assume  the  form  of  a  psychiatric  dis- 
order. The  minister  succumbs  to  evil  impulses  5  he  is  over- 
whelmed by  them ;  he  is  helpless  to  defend  himself  against 
their  influence.  He  is  shocked  by  their  presence ;  he  does  not 
know  whence  they  come,  save  that  they  arise  from  his  inner  j  j 

self. 

A  young,  vigorous  adult,  who  in  his  earlier  days  had  come 
into  minor  conflicts  with  the  law,  decided  to  join  the  forces 
designed  to  suppress  unlawfulness.  He  desired  to  attempt  to 
overcome  his  own  impulsive  antagonisms  by  swearing  alle- 
giance to  lawfulness  and  by  actively  policing  the  community  in 
his  search  for  offenders.  He  became  a  policeman  5  that  is,  he  1 

attempted  to  sublimate  his  own  difficulties.   Through   his  1 

official  (sublimating)  duties  he  would  be  able,  as  he  thought,  | 

to  keep  his  own  offensive  impulses  in  abeyance,  and  he  would  g 

be  helped  by  his  sworn  duty  to  check  the  expression  of  illegal  || 

impulses  in  others  and  to  see  that  culprits  were  apprehended  J 

for  punishment.  Indeed,  this  vigorous  young  man  who  had  | 

impulsively  acted  against  authority  had  punished  himself  by 
joining  the  police  force  because  he  put  himself  in  the  very 
position  that  demanded  strict  obedience  to  his  superiors  j  he 
became  a  subordinate  in  the  lowest  rank.  He  chafed  under 
severe  discipline,  but  he  accepted  his  position  with  little  more 
than  protests  that  always  remained  hidden  within  him.  He 
punished  himself ;  but  he  also  punished  others.  The  idea  of 
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punishment  coexisted  with  that  of  helpfulness,  a  condition 
not  at  all  dissimilar  to  that  of  the  minister.  This  simultaneous 
existence  of  radically  opposite  impulses  accounts  for  the  ease 
with  which  protective  forces  join  those  of  the  so-called  under- 
world. In  fact,  as  Freud  has  so  clearly  demonstrated,  what 
we  witness  in  our  environment  is  essentially  a  reflection  of 
what  is  contained  in  us  individually.  The  police  force  repre- 
sents the  conscious  part  of  the  mind,  while  the  underworld  is 
a  disguised  reproduction  of  the  "underconscious."  The  police- 
man in  question  had  to  serve  two  masters ;  one  arose  from 
his  unconscious,  from  his  inner  life,  and  was  represented  by 
his  illegal  impulses,  while  the  other  was  his  real  superior  in 
the  police  department,  his  external  master.  The  policeman 
himself,  that  is,  his  ego,  his  conscious  self,  was  hemmed  in 
by  these  two  forces.  He  could  see  and  measure  and  deal 
directly  with  his  official  superiors,  but  he  could  only  feel  the 
results  of  the  emotional  or  instinctive  superiors  that  operated 
from  within  himself.  With  time,  the  old  conflict  assumed 
priority  as  a  guiding  influence  to  his  behavior ;  it  overwhelmed 
him.  In  fact,  it  was  responsible  for  his  final  release  from  the 
police  force,  for  he  possessed  the  irresistible  impulse  to  club 
innocent  citizens.  He  was  more  hurt  in  feelings  than  his 
victims  were  5  indeed,  he  attempted  to  oppose  his  compulsions 
more  vigorously  than  they.  But  he  was  helpless.  He  asked 
himself  quite  in  vain  whence  his  conflicts  arose ;  eventually 
he  sought  treatment  by  psychoanalysis,  as  a  result  of  which 
the  inner,  unconscious,  inimical  forces  were  brought  to  light 
and  shorn  of  their  influence. 

A  wealthy  man  found  satisfaction  in  giving  huge  sums  of 
money  to  a  religious  order  with  the  specific  understanding 
that  it  be  applied  to  teaching  children  the  doctrines  of  justice 
and  righteousness.  Another  set  of  traits,  however,  made  his 
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life  miserable.  With  much  violence  he  actually  hit  the  very 
children  toward  whom  he  was  so  helpfully  disposed. 

A  young  man,  kindly  inclined  to  his  infirm  father,  devel- 
oped a  harassing  dread  lest  he  do  something  that  would  lead 
to  his  father's  death.  Why,  he  asked  himself,  should  he,  a 
good  son  working  assiduously  to  get  money  enough  to  pay 
for  his  father's  treatments— why  should  he  be  obsessed  with 
the  idea  that  he  might  be  responsible  for  his  father's  death? 
Why  did  he  develop  the  fear  that  he  had  left  the  gas  jet  in 
his  father's  room  open,  so  that  his  father  would  be  asphyxi- 
ated? Because  of  that  dread  he  had  to  go  every  few  minutes 
to  test  and  retest  the  gas  jet  to  assure  himself  that  it  was 
closed.  This  idea  was  with  him  throughout  his  working 
hours,  until  finally  it  had  such  control  over  him  that  he  could 
no  longer  leave  the  house;  he  could  not  leave  his  father's 
bedside.  At  the  bedside  he  had  two  opposing  ideas— an  inordi- 
nate desire  to  save  his  father  and  an  equally  strong  fear  that 
he  might  kill  him.  This  fear  was  considerably  enhanced  when 
the  son  was  no  longer  able  to  work  and  was  therefore  no 
longer  able  to  pay  for  his  father's  treatments.  Indeed,  as  it 
later  developed,  if  there  was  to  be  any  expenditure,  it  must 
be  for  his  own,  the  son's,  treatments.  The  son  could  only 
stand  by  helplessly  while  fears  consumed  him.  He  knew 
clearly  that  these  fears  arose  within  himself,  yet  he  had  no 
idea  of  their  further  origin.  And  he  could  not  handle  them 

himself. 

Fears  are  like  physical  pains  that  give  warning  of  deep- 
lying  pathology.  Patients  know  only  that  they  have  pains; 
they  know  in  general  in  what  part  of  the  body  the  pains  are 
felt,  but  when  these  originate  in  the  deeper  tissues,  the  exact 
causes  are  unknown.  The  patient,  therefore,  engages  a  physi- 
cian whose  training  and  experience  have  taught  him  how  to 
make  an  examination  so  that  the  origin  of  the  pains  may  be 


■ 


28  Psychoanalysis 

detected.  A  careful  and  complete  analysis  of  all  the  factors 
associated  with  the  physical  illness  leads  the  physician  to  a 
diagnosis  and  finally  to  treatment  procedures.  If  it  be  an  ill- 
ness responding  favorably  to  medicines,  the  physician  may 
never  see  the  organ  that  he  thought  was  disordered.  Seeing 
may  be  believing,  but  it  is  not  the  sine  qua  non  of  good  medi- 
cal practice,  if  by  the  expression  we  mean  actually  seeing  the 
troubled  organ.  The  greater  part  of  medical  practice  is  carried 
on  through  a  knowledge  of  the  effects  of  a  dysfunctioning 
organ  upon  the  patient.  The  effects  are  studied  and  analyzed  j 
certain  symptoms,  when  assembled,  are  known  to  be  signals 
of  a  disorder  of  a  particular  organ  or  system.  This  final 
arrangement  of  symptoms  to  form  a  syndrome  often  grows 
out  of  a  direct  study  of  the  tissues  involved.  The  surgeon,  for 
example,  is  in  the  unique  position  of  direct  observation,  al- 
though the  observation  itself  is  in  the  nature  of  verification 
of  the  conclusions  to  which  he  came  as  a  result  of  the  exami- 
nation of  the  symptoms  and  a  study  of  laboratory  responses. 
The  word  "symptom"  is  the  first  word  in  the  practice  of 
medicine.  No  matter  how  otherwise  expressed,  symptoms  are 
the  disagreeable  phenomena  from  which  the  patient  wants 
to  be  freed.  The  patient  does  not  care  whether  pancreas  or 
gall  bladder  or  blood  is  the  seat  of  the  trouble ;  that  is  for 
the  physician  to  know;  the  patient  wants  his  appetite  restored, 
his  fatigue  and  pains  removed.  To  the  patient  the  symptoms 
are  all-important;  to  the  physician  the  symptoms  are  exceed- 
ingly significant,  because  they  determine  the  course  of  action 
designed  to  remove  them.  A  symptom  or  a  group  of  symp- 
toms (a  syndrome)  is  not,  however,  the  cause  of  a  disease. 
It  is  a  sign  or  a  signal  or  a  symbol  of  a  disease.  For  example, 
a  patient  comes  to  us  with  the  following  story:  He  was 
entirely  well  and  healthy  until  a  few  days  ago,  when  he 
experienced  sudden  pain  of  a  severe  character  in  the  small  of 
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the  back  on  the  right  side.  The  pain  has  appeared  at  irregular 
intervals  since  then.  Yesterday  the  pain  ran  around  the  top  of 
the  hip  bone,  coming  from  the  small  of  the  back  and  going 
to  the  abdomen ;  sometimes  the  pain  shoots  to  the  groin ; 
sometimes  it  goes  down  the  thigh  j  during  the  pain  the 
testicle  on  the  right  side  is  sore.  An  attack  of  pain  may 
last  a  few  minutes  or  a  few  hours.  Today  the  patient  reports 
that  he  has  had  to  urinate  frequently  and  pain  accompanies 

this  act. 

These  are  only  symptoms ;  they  are  not  the  disease.  Neither 
patient  nor  physician  can  see  the  source  of  the  trouble,  al- 
though the  latter,  by  grouping  the  symptoms,  already  pos- 
sesses invaluable  clues.  Eventually,  with  the  aid  of  other 
facilities,  he  arrives  at  the  opinion  that  the  patient  is  troubled 
by  a  renal  calculus.  Nor  is  the  stone  the  disease.  The  stone 
causes  disease,  uneasiness,  pain,  trouble,  distress,  discomfort: 
the  real  and  original  cause  of  the  beginning  of  the  trouble 
may  not  cause  the  patient  the  least  bit  of  discomfort.  In  other 
words,  the  original  cause  may  be  far  removed  from  the  symp- 
tomatology. The  physician  takes  the  symptomatology  as  the 
starting  point  for  examination  j  he  then  makes  a  physical  ex- 
amination j  next  he  calls  to  his  assistance  various  laboratory 
techniques:  clinical  pathology,  roentgenology,  bacteriology, 
biochemistry,  and  perhaps  others.  That  is,  he  starts  with  the 
symptoms  and  traces  back  each  symptom  as  far  as  he  can 
to  its  original  source. 

The  same  general  principle  of  tracing  back  to  original 
sources  is  the  keynote  of  psychoanalysis.  Phobias,  compulsions, 
delusions,  hallucinations,  are  the  "pains"  of  the  mind.  They 
are  the  symptoms  of  a  disorder,  not  the  disorder  itself.  Just 
as  it  is  malpractice  to  remove  only  the  pains  associated  with 
a  renal  calculus,  so  too  it  is  poor  practice  to  eradicate  only 
the  pains  of  the  mind.  The  blasphemy  of  the  minister,  the 
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sadism  of  the  policeman,  the  infanticidal  impulses  of  the 
wealthy  man,  the  patricidal  tendencies  of  the  son— all  of  these 
are  symptoms  of  deep-lying  disorders  of  the  psyche. 

It  was  natural,  so  to  say,  for  physicians  in  earlier  epochs 
to  attempt  to  trace  psychical  symptoms  back  to  the  only 
sources  with  which  they  had  familiarity.  In  earlier  investiga- 
tions connected  with  phobias,  obsessions,  etc.,  the  origin  was 
conceived  to  be  outside  of  the  body;  symptoms  were  attributed 
to  the  allegedly  demoniacal  forces  in  the  environment.  Ancient 
medical  men  placed  a  great  amount  of  therapeutic  stress  upon 
the  influences  of  "nature."  Disease  of  the  body  was  the 
reflection  of  an  association  with  noxious  environmental  forces. 
For  centuries  thereafter,  man  was  studied  from  the  standpoint 
of  his  surroundings.  In  other  words,  the  earliest  concepts  of 
the  origin  of  bodily  disorders  centered  around  what  we  today 
call  the  mechanism  of  projection,  the  blaming  of  the  environ- 
ment for  physical  inadequacies.  The  body  itself  was  considered 
sacred  and  untouchable;  this  attitude  led  to  the  assumption 
that  the  body  in  and  of  itself  was  pure,  blameless,  holy,  and, 
above  all,  completely  intact— an  attitude  that  can  be  ascribed 
only  to  the  vastness  of  the   feeling  of  personal  omnipo- 
tence. Only  God  or  the  Devil  could  make  a  disease — that  is, 
some  force  from  the  outside.  The  means  par  excellence  of 
diminishing   or  negating   baneful   influences,   personal   and 
impersonal,  that  seemingly  come  from  the  environment,  is 
to  absorb  them  within  ourselves,  to  identify  ourselves  with 
the  forces  we  wish  to  conquer.  There  is  a  plethora  of  litera- 
ture from  the  field  of  ethnological  psychology  that  demon- 
strates the  intensity  and  extent  among  uncivilized  peoples 
of  such  identifications.  The  primitive  individual  was  and  is 
characterized  in  part  by  his  cosmic  identification.  Many  of  our 
patients  today  regress  to  that  identical  mental  mechanism; 
it  can  be  clearly  demonstrated  among  certain  schizophrenic 
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patients,  but  it  can  also  be  observed  as  a  general  attribute 
among  nonpsychiatric  individuals.  Psychiatric  patients  have 
no  monopoly  on  omnipotence.  They  simply  use  it  differently. 
This  concentration  upon  the  environment  as  the  source  of 
human  ailments  obviously  led  to  the  accumulation  of  a  vast 
amount  of  information  about  the  environment.  This  has  been 
associated  with  one  of  the  most  important  and  scientific  medi- 
cal fields,  that  of  bacteriology,  out  of  which  have  grown 
many  of  the  basic  laws  for  scientific  medical  studies.  Other 
investigations,   including   those   in   physics,   chemistry,   and 
astronomy,  exercised  indirect  influence  in  shaping  the  atti- 
tude toward  the  relationship  between  the  human  body  and 
its  environment.  As  these  studies  progressed,  attention  upon 
the  body  itself  as  a  source  of  many  of  its  difficulties  was  appre- 
ciably increased.  Medical  studies  of  a  more  intense  character 
were  undertaken  by  special  groups  of  individuals  who  were 
eventually  narrowed  down  to  the  group  called  physicians. 

These  physicians  used  the  best  knowledge  available  to 
them,  knowledge  that  was  almost  exclusively  of  an  organic 
character.  They  recognized  that  there  was  a  group  of  patients 
whose  minds  were  disordered,  and  they  went  about  searching 
for  probable  origins  of  the  disorder  in  the  field  with  which 
they  had  greatest  familiarity.  As  a  result,  it  began  to  appear 
that  certain  mental  disorders  were  associated  with  organic 
changes,  while  other  psychical  disturbances   could  not  be 
identified  with  tissue  pathology.  Throughout  this  period  of 
investigation,  although  medical  men  as  a  whole  were  pri- 
marily interested  in  physical  rather  than  psychical  phenom- 
ena, nevertheless,  their  findings  unquestionably  lead  directly 
to  the  psyche.  It  is  a  human  trait,  nearly  as  widespread  today 
as  it  was  thousands  of  years  ago,  to  regard  the  psyche  as  a 
sanctum  sanctorum,  an  especially  private  retreat  not  to  be 
entered  except  by  special  permission  or  favor.  Investigations 
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into  the  inner  recesses  of  the  mind  are  still  regarded  by  some 
as  unholy,  an  attitude  that  prevailed  for  centuries  against 
investigations  into  the  scientific  and  factual  phenomena  of 
the  environment.  It  is  not  difficult,  therefore,  to  under- 
stand how  inevitable  was  the  opposition  that  arose  against 
the  study  of  facts  associated  with  the  unconscious  realm  of 
the  mind. 

Essentially  the  same  forceful  opposition  was  encountered 
when  physicians  began  to  study  the  inner  organs  of  the  body; 
in  fact,  it  continues  to  operate  very  vigorously.  In  addition 
to  the  individual  resistance  of  the  patient,  a  resistance  that 
often  transcends  good  judgment  in  regard  to  the  patient's 
own  health,  societies  have  been   organized  to   oppose  the 
study  and  treatment  of  disease  processes.  The  public  stands 
in  the  way  of  one  of  the  most  useful  of  all  methods  of  progress 
—the  necropsy— a  method,  which,  if  fully  carried  out,  would 
be  of  tremendous  help  to  the  very  public  that  opposes  it. 
It  may  be  said  that  psychiatrists  do  not  fare  badly  in  their 
studies  and  treatments.  In  fact,  the  public  is  in  the  vanguard, 
for  there  are  far  more  patients  seeking  psychiatric  treatment 
than  there  are  physicians  qualified  to  handle  them.  Within 
the  short  space  of  a  quarter  of  a  century,  there  has  been  a 
demand  for  psychiatry  that  by  far  exceeds  the  facilities.  The 
public  insists  that  the  medical  profession  make  greater  provi- 
sion for  the  hospital  care  of  psychiatric  patients  and  for  the 
private  treatment  of  this  group.  The  fact  that  in  1929  some 
fifty  thousand  psychiatric  patients  sought  treatment  in   67 
clinics,  not  hospitals,  in  New  York  City  alone,  is  convincing 
evidence  of  the  demand. 

Obviously  the  demand  was  created  by  the  medical  profes- 
sion itself,  in  that  it  offered  methods  of  psychotherapy  which 
gave  promise  of  favorable  results  among  a  certain  proportion 
of  psychiatric  patients.  The  various  forms  of  therapy  sub- 
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smned  under  the  heading  "psychobiology"  offer  to  the  hos- 
pital patient  a  therapeutic  outlook  that  was  not  possible  a  half 
century  ago.  Psychoanalysis  has  enriched  hospital  methods, 
for  it  has  added  an  invaluable  method  for  investigating  and 
treating  not  only  the  psychical  factors  that  are  in  the  uncon- 
scious part  of  the  patient's  mind,  but  also  those  conscious  and 
environmental  features  that  constitute  the  results  of  uncon- 
scious mental  activities. 

In  the  opening  paragraphs  of  this  chapter,  certain  clinical 
data  were  presented  as  evidence  of  the  fact  that  there  is  a 
remarkably  important  part  of  the  mind  over  which  our  con- 
scious faculties  may  have  little  or  no  control.  The  unconscious 
is  of  such  a  nature  that  it  can  make  an  individual  healthy  or 
unhealthy.  It  can  devitalize  and  demoralize  him.  It  can  make 
him  functionless,  save  from  the  standpoint  of  vegetative  physi- 
ology. It  has  been  amply  demonstrated  that  the  mind  itself, 
in  the  presence  of  a  psychiatric  condition,  is  incapable  of 
solving  the  symptoms  that  arise  from  a  part  of  it.  Healthy 
and  unhealthy  conditions  of  the  mind  may  exist  side  by  side, 
but  the  healthy  functions  give  no  essential  aid  in  the  dissolu- 
tion of  the  unhealthy  ones.  The  helplessness  of  the  conscious 
ego  is  due  in  large  measure  to  the  fact  that  it  usually  tries 
to  combat,  not  the  original  causes  of  the  illness,  but  the 
results,  the  symptoms.  As  a  rule,  the  conscious  ego  is  not  at 
all  aware  of  the  cause  or  causes  of  the  symptoms.  The  patient 
remains  as  ignorant  of  the  causation  of  mental  ills  as  of  that 
of  physical  ills.  Nevertheless,  the  mind  harasses  the  mind.  It 
must  be  granted,  therefore,  that  those  forces  of  the  mind  able 
to  control  the  conscious,  deliberate,  extensively  experienced 
part  of  the  mind  must  be  more  powerful  than  the  part  they 
overwhelm.  Freud  set  out  to  study  the  details  of  such  a 
conquering  realm.  He  had  many  hints  from  the  observations 
of  others;  he  was  not  put  to  the  task  of  discovering  new 
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territory,  for  its  existence  was  already  a  well-established  fact. 
His  assignment  was  gigantic,  however,  because  there  had 
never  been  any  detailed  study  of  the  organization  and  devel- 
opment of  that  mental  sphere  called  by  him  the  "uncon- 
scious." As  a  result  principally  of  this  one  man's  efforts,  in  a 
period  of  less  than  half  a  century  there  has  come  about  a 
most  remarkable  description  of  the  organization  and  func- 
tions of  the  sphere  of  the  unconscious.  Although  the  formula- 
tions of  Freud  are  still  incomplete,  it  is  now  recognized  that 
the  meaning  of  the  unconscious  life  of  an  individual  is  far 
greater  than  had  ever  been  suspected.  In  addition  to  the 
description  of  the  unconscious  there  is  the  applicability  of 
Freud's  findings  to  the  problems  of  psychiatric  practice.  It 
will  be  seen  in  Chapter  V  that  psychoanalysis  as  a  thera- 
peutic procedure  has  been  reported  as  a  curative  agent  in 
some  30  percent  of  selected  patients  and  that  it  may  be 
expected  to  ameliorate  certain  psychiatric  syndromes  in  another 
50  percent. 

Freud  brought  the  material  of  the  unconscious  into  organ- 
ized categories.  To  be  sure,  the  organization  is  not  complete, 
nor  is  it  final  j  nor  does  it  cover  all  of  the  known  contents  of 
the  unconscious.  Nevertheless,  what  Freud  has  assembled 
and  organized  is  understandable  and  practicable,  save  some 
of  the  most  deep-lying  features  which  are  still  in  the  process 
of  investigation.  There  is  a  wealth  of  data  on  the  unconscious 
which  enables  the  psychiatrist  to  assume  a  definite  therapeutic 
attitude  toward  selected  patients  with  a  reasonable  guarantee 
of  successful  application. 

STRUCTURE  AND  FUNCTIONS  OF  THE  PSYCHE 

Freud  has  described  the  means  by  which  entree  into  the 
sphere  of  the  unconscious  is  facilitated.  Prior  to  his  researches, 
the  portal  of  entry  was  more  or  less  securely  locked.  The 
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means  of  entrance  are  now  available  to  any  qualified  person. 
The  physician,  having  once  gained  admission,  is  equipped 
with  a  knowledge  that  enables  him  to  understand  a  great 
part  of  what  he  sees.  He  can  move  around,  so  to  speak,  from 
one  room  to  another,  from  one  area  to  another,  from  one 
group  of  ideas  to  another.  But  the  physician  must  know  how 
to  look.  When  the  novitiate  first  attempts  to  look  into  a 
microscope  he  may  see  nothing  more  than  the  eyepiece.  He 
has  to  practice  looking.  He  must  usually  be  taught  to  see  the 
field  by  means  of  a  lens  of  low  power.  Microscopy  is  a  special 
type  of  examination  requiring  much  training  and  experience. 
By  analogy,  when  one  first  glances  into  the  realm  of  the 
unconscious,  little  or  nothing  may  be  seen,  but  eventually, 
with  training  and  practice,  the  previously  unrecognizable  fea- 
tures stand  out  with  clearness. 

It  is  remarkable  that,  though  the  contents  of  the  uncon- 
scious have  been  examined  for  a  relatively  short  period  of 
years,  more  is  known  about  its  organization  than  about  the 
organization  of  the  material  that  makes  up  the  conscious 
sphere.  Such  a  statement  does  not  mean  that  the  whole  of 
the  unconscious  is  either  known  or  organized  into  related 
categories.  It  means,  rather,  that  in  regard  to  the  unconscious 
there  is  a  clearer  delimitation  of  structure  and  function  (of 
anatomy  and  physiology)  than  in  regard  to  the  conscious 
part  of  the  psyche.  This  statement  is  based  on  a  comparison  of 
the  two  and  has  no  reference  to  the  totality  or  finality  of  data 
associated  with  each  sphere.  It  must  be  said,  too,  that  the 
organization  of  the  material  of  the  conscious  field  is  becoming 
definitely  molded  into  casts  that  are  identified  with  those  of 
the  unconscious.  Freud  has  demonstrated  the  continuity  that 
exists  between  the  two  spheres,  and,  as  a  result,  a  terminology 
has  sprung  up  that  applies  to  the  material  of  the  unconscious 
as  well  as  to  the  conscious  and  to  the  environmental  material 
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identified  with  it.  In  other  words,  instinctive  impulses  have 
their  conscious  and  environmental  types  of  expression  3  the 
training  and  experience  of  the  first  years  of  life,  though  later 
relegated  to  the  sphere  of  unawareness,  continue  to  determine 
adult  thinking,  feeling,  and  behavior,  though  in  an  appre- 
ciably modified  and  disguised  form. 

Psychobiologists  collect  a  wealth  of  data  relating  to  the 
conscious  part  of  the  psyche ;  they  assemble  such  data  under 
two  major  headings.  Under  one  heading  are  placed  those  facts 
of  the  patient's  life  that  appear  to  be  valuable  to  the  substan- 
tial integration  of  the  patient  and  in  the  second  category  fall 
those  attributes  that  seem  to  prevent  or  to  impede  good 
adjustment.  Treatment  comprises  the  introduction  of  such 
measures  as  serve  to  build  up,  to  re-enforce,  to  solidify  the 
patient's  integrative  and  constructive  functions.  Psychobiolo- 
gists build  up  assets  ;  psychoanalysts  remove  liabilities.  Bio- 
therapists  do  both  simultaneously.  One  of  the  basic  principles 
of  the  psychobiologist  constitutes  what  the  psychoanalyst  calls 
"reality-testing."  As  far  as  possible,  the  reality  is  made  clear 
to  the  patient  and  he  is  carefully  guided  toward  it,  the 
assumption  being  that  he  has  sufficient  interest  and  energy 
to  fix  his  impulses  upon  it. 

PSYCHIC  ENERGY 

This  brings  us  to  a  discussion  of  the  patient  from  the  stand- 
point of  energy.  Before  proceeding  into  the  structure  and 
function  of  the  unconscious,  it  is  appropriate  at  this  point  to 
gain  a  general  orientation  of  the  energy-life  of  the  patient. 
Every  individual  possesses  energy.  It  is  distributed  through- 
out his  mind  and  body  in  varying  quantities  and  qualities  and 
directions.  In  the  early  years  of  life,  the  bulk  of  the  infant's 
energies  is  concentrated  in  physical  structures  and  functions 
and  is  more  specifically  given  over  to  the  growth  of  tissues 


Psychoanalysis  37 

in  the  first  year  of  life,  energy  is  almost  exclusively  confined 
to  the  tissues;  it  is  not  externalized.  Energy-producing  mate- 
rial is  taken  in  from  the  environment  and  devoted  to  the 
physical  growth  of  the  infant;  it  is  used  to  build  up  structures 
and  to  insure  functioning  of  those  structures.  Such  function- 
ing is  of  a  local  character  in  that  it  is  confined  within  the 
limits  of  the  body.  This  concentration  of  energies  upon  the 
body  over  a  period  of  years  leads  to  a  conditioning  from 
which  some  individuals  (hypochondriacs)   never  gain  full 
release.  As  Freud  has  shown,  there  is  such  a  state  as  fixation 
of  energies,  for  which,  in  part  at  least,  early  training  and 
experiences  may  be  held  responsible.  Some  children  are  re- 
markably body-minded.  While  all  of  the  factors  that  lead  to 
body-mindedness  may  not  be  understood,  it  is  certain  that  the 
attitude  of  parents  plays  an  influential  role  in  this  respect; 
moreover,  the  prevalence  of  physical  illnesses  and  inadequacies 
serves  to  rivet  the  energies  of  the  child  upon  its  physique. 
Some  parents  exhibit  the  liveliest  interest  in  the  perpetuation 
and  focusing  of  the  child's  energies  upon  physical  matters. 
It  is  common  knowledge  that  a  parent  may  carry  this  atti- 
tude into  the  late  adult  life  of  the  son  or  daughter,  super- 
vising with  great  care  questions  relating  to  alimentary  activi- 
ties, to  the  protection  of  the  respiratory  apparatus  against  real 
or  fancied  ailments,  to  the  protection  of  the  skeletal  (bony 
and  muscular)  structures  against  injuries,  and  to  the  activities 
of  the  heart.  Some  individuals  pass  a  lifetime  within  them- 
selves, within  their  physical  selves,  possessing  small  quantities 
of  energy  for  contacts  with  reality. 

As  growth  continues  from  the  infancy  period,  and  as  the 
infant  begins  to  gain  some  small  measure  of  recognition  of 
himself,  part  of  the  energy  goes  over  into  the  service  of  the 
developing  mental  sphere.  During  the  next  few  years,  the 
child  is  the  center  of  the  universe;  all  of  his  functions,  all  of 


3°  Psychoanalysis 

his  activities,  are  of  superlative  importance.  His  vegetative 
physiology  is  the  core  of  existence.  Inestimable  value  is  placed 
upon  foodstuffs  j  the  quantity  and  quality  of  foodstuffs  is  a 
major  topic  of  the  child's  daily  life.  Three  times  a  day,  the 
adequate  consumption  of  food  occasions  the  highest  parental 
awards.  Release  of  waste  products  is  of  no  less  importance  and 
there  are  valuable  prizes  for  what  parents  consider  good  anal 
behavior.  Urinary  activities  likewise  receive  a  great  deal  of 
attention. 

PARENTAL   INFLUENCES 
The  body  in  general  is  guarded  against  the  environment. 
It  is  no  great  wonder  that  the  child  grows  up  to  regard  the 
environment  as  unfriendly;  he  is  often  overtaught  in  matters 
of  defense  against  inimical  forces  from  without.  Parents  have 
to  assume  the  roles  of  supreme  defender  and  emancipator. 
Attributes  acquired  by  them  are  no  less  than  those  ascribed 
to  the  Redeemer.  The  powerful  influence  wielded  by  parents 
has  a  close  resemblance  to  that  observed  among  primitive 
peoples,  who  are  thoroughly  convinced  of  their  abilities  to 
ward  off  demoniacal  forces  of  their  environment.  The  basis 
of  a  greater  part  of  the  modern  upbringing  of  a  child  is  known 
to  be  often  magical;  psychiatrists  frequently  see  it  in  pure 
culture,  and  it  comprises  one  of  the  most  difficult  problems 
for  solution.  The  introduction  of  impartial  scientific  procedures 
has  helped  materially  to  minimize  the  strength  of  magic  and 
all-powerfulness. 

The  developing  psyche  is  plastic  and  impressionable;  it 
easily  absorbs  the  training  imposed  upon  it  and  learns  to  act 
toward  the  environment  as  its  mentors  act;  that  is,  the  child, 
too,  acquires  the  all-powerfulness  of  his  parents.  He  is  taught 
how  to  act  toward  his  environment  when  the  parents  are  not 
immediately  available.  Everything  in  the  environment  is  a 
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real  or  a  potential  danger:  the  floor  mat  may  cause  a  fall— 
if  so,  it  is  spanked  as  if  it  were  a  person  or  it  is  put  away  as  a 
punishment}  the  chair  tips  over,  causing  injury  to  the  child 
—for  that  the  chair  is  regarded  as  bad  and  the  child  should 
not  go  near  it.  The  child  may  eat  one  piece  of  candy,  but 
only  once  a  day  after  meals  and  the  parents  must  pick  it  from 
the  box  and  examine  its  qualities:  the  candy  should  be  fresh 
and  soft}  it  should  never  touch  the  floor— the  floor  would 
contaminate  it.  After  all  these  rituals,  the  candy  is  handed 
over  in  part  or  in  whole.  Doors  are  especially  bad}  they  bump 
children}  they  let  in  draughts.  Windows  too  have  their  espe- 
cial dangers. 

This  is  not  sarcasm.  It  is  a  relation  of  the  facts  that  not 
infrequently  determine  the  individual's  attitude  toward  him- 
self and  toward  his  environment.  One  of  my  patients,  closely 
attached  to  her  father,  was,  from  her  earliest  years  through 
adolescence,  impressed  by  him  beyond  all  reason  with  the 
absolute  dangers  that  lurked  about  her.  Everything  in  her 
environment   was   infected— food,    furniture,    dolls,    toys— 
everything.  Her  father  taught  the  child  to  act  exactly  as  he 
did.  He  wore  sterilized  gloves  while  performing  the  com- 
monest of  daily  activities,  such  as  eating,  undressing,  reading 
a  book  or  newspaper,  opening  or  shutting  a  door.  When  the 
exigencies  called  for  a  modification  of  such  morbidity,  he 
often  met  them,  for  instance,  by  neglecting  to  eat  or  to  read} 
he  carried  a  clean  cloth  to  put  on  the  knob  of  the  door  he  was 
opening.  All  this  is  common  knowledge  to  psychiatrists,  but 
it  is  generally  referred  to  in  less  polite  terms  by  those  who 
must  share  existence  with  such  people. 

Parents  who  sincerely  believe  that  they  are  working  in  the 
best  interests  of  the  child  frequently  impart  their  belief  to 
him.  Children  come  to  know  the  environment  as  a  potentially 
disastrous  power,  but  they  also  know  what  rituals  and  cere- 
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monies  may  conquer  it.  In  other  words,  they  are  given  to 
understand  in  a  highly  subtle  way  that  the  parents  are  en- 
dowed with  great  powers  and  that  children  themselves  may 
acquire  the  same  powers  by  obedience.  It  thus  becomes  obvi- 
ous why  children  identify  themselves  with  their  parents,  why 
they  assume  the  same  attributes  that  their  parents  have.  Par- 
ents can  do  more  than  drive  bad  influences  away.  They  can, 
again  by  the  simple  expediency  of  magic,  summon  the  evil 
influences  to  punish  the  child  for  real  or  alleged  disobedience. 
There  is  thunder  and  lightning  because  the  child  misbehaves  ; 
the  mother  says  so  and  that  makes  it  so.  It  rains  because  the 
child  did  not  do  as  his  mother  asked;  it  will  stop  raining  (not 
in  virtue  of  atmospheric  conditions)  and  if  the  child  is  obedi- 
ent, he  may  go  out.  Ghosts,  demons,  bogymen,  parading  in 
many  disguises,  may  be  summoned  or  repelled  by  the  parents. 
For  a  period  of  years,  the  parent  occupies  a  unique  position 
between  the  child  and  the  whole  of  reality.  The  child  sees 
reality  only  through  the  eyes  of  his  elders.  Psychiatrists  often 
see  that  condition  of  mind  supremely  developed  in  patients  3 
the  critical  judgment  of  the  patient  himself  is  stunted.  We 
actually  have  to  ask  ourselves,  while  studying  a  patient,  where 
he  is,  because  we  see  others  in  him,  not  himself.  The  same 
idea  is  expressed  by  him  when  he  says,  "I  am  not  myself; 
I've  never  been  myself  5  who  I  am  or  what  I  am,  I  can't  tell 
you.  I've  gone  through  life  just  acting." 

ENERGY  FIXATION  ON  MENTAL  STRUCTURES 
We  have  noted  that  the  energies  of  a  child  are  gradually 
given  over  in  part  to  the  developing  mentality.  It  may  now 
be  stated,  more  specifically,  that  during  early  years  the  psyche 
contains  three  structures  or  sets  of  images.  First,  it  develops 
a  mental  picture  of  itself,  which  is  largely  a  reflection  of 
parental  attitudes;  secondly,  the  all-powerfulness  of  the  par- 
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ents  is  firmly  ingrained  in  the  psyche;  then,  thirdly,  comes 
knowledge,  a  mental  picture  of  the  environment.  There  can 
be  no  doubt  about  the  feelings  that  infiltrate  the  mental 
images.  We  say  that  the  contents  of  the  psyche  become  ener- 
gized, emotionalized,  libidinized.  No  matter  what  term  is 
used,  it  is  common  knowledge  that  ideas  or  mental  images 
possess  inherent  forces,  which,  as  a  result  of  repetitious  train- 
ing, often  become  intimately  fused  with  the  ideational  content. 
Among  psychiatric  patients  in  particular,  this  inseparable  bond- 
age  continues   to   grow   into   late   childhood   and   through 
adolescence.  If  reached  in  childhood  when  the  mental  contents 
just  alluded  to  are  still  in  the  field  of  awareness,  the  individual 
may  be  educated  to  the  truth  of  his  own  position  in  the  world, 
to  a  reasonable  evaluation  of  parental  judgments,  and  to  the 
facts  of  environmental  influences.  Therapy  may  most  profit- 
ably begin  with  the  last  mentioned,  for  there  is  generally  a 
more  facile  understanding  of,  that  is,  less  resistance  to,  expla- 
nations concerning  the  meaning  of  environmental  matters, 
than  accurate  knowledge  of  oneself  or  one's  parents.  This  is 
psychotherapy  by  education,  by  disillusionment,  and  it  is 
particularly  valuable  in  given  psychiatric  situations.  It  must 
be  done  by  reference  to  facts,  not  to  prejudices  and  whims. 
Facts,  not  the  person,  should  be  the  authority.  Psychiatrists 
are  familiar  with  the  great  importance  to  the  patient's  im- 
provement of  correct  knowledge  of  the  ordinary,  everyday 
activities  that  constitute  part  of  his  mental  life. 

This  type  of  approach,  the  educational,  is  applicable  to 
patients  of  any  chronological  age.  It  may  be  the  only  form 
of  therapy  advisable  in  a  given  instance;  or  it  may  be  given 
as  a  preliminary  step  to  other  procedures.  Perhaps  one  of  the 
first  requirements  for  the  use  of  such  an  approach  is  the  free- 
dom of  the  therapist  from  a  bias  conditioned  by  his  own 
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unresolved  complexes.  A  training  analysis  of  the  therapist 
is  a  protection  against  such  prejudices. 

Some  individuals,  who  are  later  to  become  patients,  con- 
tinue to  expend  their  psychical  and  physical  energies  almost 
entirely  within  themselves.  The  extremes  of  this  condition 
are  witnessed  among  certain  dementia  praecox  patients.  The 
latter  may  grow  chronologically  into  maturity  and  at  the 
same  time  either  remain  emotionally  at  some  early  puerile 
level  or  regress  into  infantilism.  They  do  not  abandon  the 
habits  of  their  earlier  years.  Other  individuals  are  partially 
successful  in  relinquishing  the  habits  of  childhood;    they 
extend  some  of  their  energies  into  the  environment,  so  that 
they  appear  to  be  natural  in  their  adjustments.  A  large 
number  of  those  individuals  whose  childhood  conflicts  are 
only  partially  abandoned  become  emotionally  unstable  and 
come  to  be  known  as  psychoneurotic  patients. 

RELEGATION    OF    EXPERIENCES    TO    THE 
UNCONSCIOUS 

It  is  not  correct  to  speak  of  abandoning  one's  past.  The 
past  may  be  relegated  to  a  distant  part  of  the  mind,  to  that 
part  which  Freud  calls  the  unconscious.  It  may  be  forgotten, 
that  is,  it  may  not  be  within  spontaneous  recollection.  As  the 
child  grows  away  from  its  past,  the  field  of  consciousness 
becomes  less  and  less  aware  of  the  past,  until  in  later  years 
there  may  be  very  little  that  can  be  spontaneously  recalled. 
One  of  the  most  important  points  to  keep  in  mind,  moreover, 
is  the  proven  observation  that  when  the  mental  images  are 
relegated  to  the  sphere  of  the  unconscious  they  take  with 
them  a  varying  quantity  of  the  emotions  or  energies  orig- 
inally identified  with  them.  The  unconscious  realm  is  ener- 
gized. Often,  as  in  psychiatric  patients,  the  quantity  of  energy 
given  over  to  the  contents  of  the  unconscious  is  so  dispropor- 
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tionately  large  that  an  insufficient  quantity  remains  for  use  in 
consciousness  and  in  the  environment.  This  is  one  of  the 
principal  conditions  that  psychiatrists  are  called  upon  to 
remedy.  The  unconscious  sphere  is  known  to  be  rich  in  expe- 
riences and  in  feelings  (energies). 

STRUCTURE  AND  FUNCTION  OF  THE  SUPER-EGO 

The  most  cogent  set  of  experiences  gradually  displaced 
from  the  conscious  into  the  unconscious  sphere  are  those  asso- 
ciated with  parental  training.  Among  untreated  individuals, 
a  great  part  of  the  early  parental  disciplines  that  formed  a 
code  of  behavior  for  the  early  years  of  life  is  carried  in  the 
sphere  of  the  unconscious  in  unchanged  form  for  the  dura- 
tion of  life.  The  code  of  discipline  continues  to  regulate  the 
life  of  the  individual,  but  it  does  so  from  a  new  location  in 
the  psyche.  This  is  the  inner  conscience.  Freud  calls  it  the 
"super-ego,"  meaning  that  it  is  a  part  of  the  psyche  once  at 
the  level  of  awareness  or  consciousness  and  now  exercising 
its  influences  from  the  unconscious.  Because  of  its  tremendous 
power  and  importance,  because  of  its  superior  control,  it  is 
called  the  super-ego.  It  should  not  be  confused  with  that 
part  of  the  psyche  located  in  the  realm  of  consciousness  that 
has  to  do  with  overt,  consciously  designed  expressions  of 
one's  importance.  It  does  not  refer  to  what  in  common  par- 
lance is  called  an  expanded  ego. 

Super-ego  is  only  a  new  term  that  fits  well  into  the  termi- 
nology that  Freud  found  convenient  to  coin.  The  nucleus  of 
this  structure  is  the  composite,  dynamic  mental  reproduction 
of  parents.  It  is  highly  energized.  It  comprises  the  likes  and 
dislikes  of  parents,  their  liberal  and  restrictive  attitudes,  their 
disciplines  of  control  over  the  earlier,  primitive  or  infantile 
impulses.  It  is  the  supervisor  of  inner,  unconscious  tendencies. 
The  super-ego  varies  in  each  individual  in  extent,  constitution, 
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power,  and  in  the  quality  of  emotions  or  energies  with  which 
it  is  charged.  There  are  certain  patients  whose  total  activities 
are  almost  exclusively  under  parental  supervision.  This  may 
be  true  irrespective  of  the  age  of  the  patient.  Under  these 
conditions  we  say  that  the  super-ego  maintains  an  inordinate 
control  over  the  individual,  which  is  but  another  way  of 
saying  that  the  patient  has  never  grown  away  from  parental 
influences.  This  state  of  personality  growth  is  vividly  ob- 
served in  the  average  patient  with  dementia  praecox.  It  is 
obvious  also  that  the  constitution  or  make-up  of  the  super-ego 
varies  in  each  individual.  In  some  patients  the  super-ego  may 
be  overwhelmingly  made  up  of  the  maternal  or  paternal 
influences;  or  the  real  parents  may  play  but  a  minor  role, 
the  rearing  of  the  child  being  given  over  to  others.  What- 
ever the  special  conditions  may  be,  it  is  clear  that  some  au- 
thoritative person  or  persons  contribute  to  the  formation  of 
the  super-ego. 

The  powers  exercised  by  the  super-ego  over  the  individual 
also  vary  in  intensity.  The  early  parental  training  may  have 
been  exceedingly  strict  or  lenient ;  psychiatrists  see  some  indi- 
viduals whose  natural  impulses,  whose  instinctive  impulses, 
are  dammed  up  severely  by  overrestrictive  training  and  others 
whose  impulses  are  allowed  too  free  an  expression.  Either 
extreme  ordinarily  leads  to  faulty  or  difficult  adjustments. 
As  far  as  possible,  psychoanalysts  study  the  total  constitution 
of  the  super-ego  in  minute  detail,  giving  special  attention  not 
only  to  the  experiences  that  gave  rise  to  the  mental  constella- 
tion called  the  super-ego  but  also  to  the  quality  and  quantity 
of  energy  with  which  these  experiences  or  their  psychical 
representations  are  charged.  It  cannot  be  too  carefully  empha- 
sized that  this  method  of  approach  is  objective,  because  it 
places  importance  upon  the  meaning  to  the  patient,  not  to 
the  physician,  of  the  facts  that  have  entered  into  the  formation 
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of  the  super-ego.  It  is  subjective  only  in  the  sense  that  the 
material  comes  from  the  subject  under  treatment.  The  psy- 
choanalyst does  not  produce  experiences,  nor  does  he  put 
energy  in  them.  Both  of  these  phenomena  were  accomplished 
long  before  the  psychoanalyst  ever  saw  the  patient.  The 
surgeon  does  not  make  pathology,  but  he  possesses  the  tech- 
nique for  removing  or  modifying  pathological  tissue.  The 
psychoanalyst  is  in  an  analogous  position.  He  uses  techniques 
that  are  appropriate  to  the  pathology  encountered.  His  most 
useful,  though  by  no  means  exclusive,  instrument  has  been 
given  a  special  name  by  Freud ;  it  is  known  as  transference  and 
will  be  described  later. 

RELATIONSHIP  OF  SUPER-EGO,  ID,  AND 
ORGANIC  ZONES 

Freud  describes  two  major  instinctive  impulses.  They  are 
not  recent  formulations ;  Freud  did  not  discover  them;  they 
have  been  known  for  ages.  But  Freud  gave  the  first  clear, 
comprehensive  description  of  the  relationships  of  the  emotions 
to  the  individual  in  his  entirety.  Through  the  ingenious  per- 
spicacity of  Freud,  one  is  enabled  to  follow  the  course  that 
the  emotions  pursue  through  the  psyche  in  particular.  For 
purposes  of  description  he  speaks  of  an  emotional  stream  that 
varies,  under  given  conditions,  in  quality,  quantity,  and  direc- 
tion. It  possesses  many  of  the  features  that  are  commonly 
ascribed  to  a  river.  The  emotional  stream  has  origin;  as  it 
progresses  toward  its  destination  it  enlarges  in  surface  area 
and  in  depth.  It  may  form  ponds  or  lakes  of  varying  size, 
superficial  and  deep.  The  latter  represent  what  psychoanalysts 
call  "fixation"  areas  made  up  of  emotions  and  experiences. 
The  stream  enlarges  as  it  courses  toward  its  destination  until 
finally  it  empties  into  a  larger  body  of  water,  or,  if  we  are 
speaking  of  the  emotional  stream,  it  is  said  that  it  enters  into 
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the  environment.  Usually  the  stream  has  its  origin  in  the 
depths  of  the  earth;  Freud  uses  a  special  term  to  designate 
the  origin  of  emotions ;  he  calls  it  the  "id"  and  refers  to  it  as  a 
reservoir  from  which  the  original  psychical  emotions  emerge. 
An  analysis  of  the  stream  contents  reveals  a  wealth  of  informa- 
tion about  the  terrain  (experiences)  through  which  the  stream 
has  traversed.  New  streams  have  emptied  into  the  main  chan- 
nel and  new  streams  have  issued  from  it.  Freud  has  done  for 
the  psychological  streams  what  geologists  have  done  for  the 
physical.  The  chart  on  the  accompanying  page  is  a  partial 
representation  of  the  emotional  stream  and  the  terrain  through 
which  it  passes. 

At  its  derivation  the  stream  is  composed  of  two  parts.  One 
is  the  emotional  stream  associated  with  kindness,  tenderness 
and  other  similar  attributes  for  which  James  used  the  expres- 
sion "tender-mindedness"  and  which  Freud  calls  "masochism." 
Although  these  terms  are  not  exactly  synonymous,  they 
refer  in  general  to  the  same  emotional  quality.  Another  name 
for  the  same  emotional  stream  is  Eros;  one  speaks  of  erotic 
emotions.  The  second  emotional  quality  is  implied  in  the 
expressions  tough-minded,  sadistic,  thanatotic.  There  is  a  vast 
amount  of  detailed  information  about  these  two  emotional 
forces,  but  here  attention  will  be  called  only  to  general  con- 
ceptions. 

It  will  be  observed  by  reference  to  the  chart  that  in  their 
earliest  formations  the  two  emotional  streams  are  separated. 
The  masochistic  and  the  sadistic  components  are  pure  and 
concentrated.  As  the  two  streams  extend  outward  toward 
reality  they  gradually  fuse;  Freud  speaks  of  a  fusion  of  the 
instinctive  qualities  or  of  the  instincts.  A  well-adjusted  adult, 
for  instance,  is  one  whose  aggression  is  tempered  with  kind- 
ness. Pure  aggression  or  pure  submission  stamps  the  individual 
as  poorly  integrated. 
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It  would  require  a  number  of  diagrams  to  show  the  many 
changes  possible  to  the  emotional  streams  and  the  territory 
through  which  they  flow.  An  attempt  is  here  made  to  indicate 
that  the  two  streams  come  from  separate  springs  deep  in  the 
earth.  The  spring  water  is  constantly  being  forced  to  the 
surface.  Sometimes  the  force  is  great,  as  in  the  psychoneurotic 
patient  ;  sometimes  it  is  relatively  weak,  as  it  is  in  many 
schizophrenic  subjects.  There  are  all  grades  of  pressure  of 
libidinal  or  instinctual  impulses  5  the  pressure  varies  from 
time  to  time  in  the  same  individual.  Moreover,  the  pressure 
is  not  always  the  same  in  both  springs ;  the  sadistic  force  may 
be  far  more  active  than  the  masochistic,  and  vice  versa. 

Each  emotional  stream  is  independent  of  the  other  for  a 
length  of  time.  During  the  early  months  of  life,  the  qualities 
of  kindness  and  severity  (Eros  and  Thanatos)  appear  in  pure 
form.  Often  in  adult  psychiatric  patients  the  same  condition 
prevails,  the  patients  exhibiting  either  sadism  or  masochism 
in  almost  undiluted  form.  For  normal,  wholesome  adaptation, 
however,  there  is  a  gradual  fusion  of  the  two  instinctual  quali- 
ties or  streams.  As  growth  proceeds  toward  the  reality  of 
adulthood  the  fusion  becomes  more  and  more  marked,  until, 
in  adult  maturity,  it  is  difficult  to  separate  the  two. 

Over  the  early  months  of  growth,  the  child's  body  is  in- 
fused with  the  instinctual  streams.  Certain  parts  of  the  body 
acquire  special  infiltration.  The  oral  and  anal  zones,  with  the 
intervening  gastrointestinal  tract,  are  especially  flooded  with 
the  emotional  or  instinctual  streams.  As  growth  continues  the 
organic  zones  should  be  deprived  of  the  superfluous  satura- 
tion, and  the  excessive  infusion  should  flow  into  the  develop- 
ing mental  sphere  or  mind.  There  should  be  a  redistribution 
of  a  greater  part  of  the  instinctual  streams  from  the  body  to 
the  mind.  The  distribution  is  often  out  of  proportion  to  the 
needs  of  normal  growth.  Frequently,  one  observes  patients 
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whose  energies  or  feelings  remain  largely  in  the  organs  of 
the  body  or  in  mental  pictures  of  them  (as  in  hypochondriasis) . 
Or,  in  the  opposite  condition,  an  excessive  depletion  of  the 
organs  may  be  observed,  a  situation  common  to  ascetics  and  to 
others  who  give  little  or  no  attention  to  their  physique. 

The  early  developing  psyche  of  the  child  receives  energy  or 
emotions  or  instinctual  qualities  from  its  own  emotional 
sources  and  from  sources  outside  of  itself.  In  the  chart,  an 
effort  is  made  to  depict  the  embryonic  psyche  as  the  confluence 
of  the  inborn  emotional  streams  and  of  the  emotional  streams 
derived  from  the  parents.  The  psyche  then  is  relatively  small, 
and  at  the  confluence  there  usually  is  some  turbulence.  This 
simply  is  another  way  of  saying  that  during  the  early  training 
period  the  child  and  its  parents  are  often  in  conflict.  The 
child's  psyche  is  not  placid. 

The  combined  streams  form  a  larger  body  of  water  which 
may  be  equated  with  the  super-ego  of  the  mind.  This  body 
or  structure  is  thus  seen  to  be  derived  from  the  child  and 
from  the  parents  or  parental  surrogates.  During  the  earlier 
years  of  life  the  super-ego  is  in  the  sphere  of  consciousness, 
while  later  it  recedes  into  the  unconscious  realm.  Maybe  it 
does  not  recede  in  the  sense  of  going  back.  It  may  remain 
in  situ,  but  because  of  the  great  number  of  experiences  that 
the  child  subsequently  acquires  and  which  he  places  in  the 
foreground,  the  super-ego  comes  to  occupy  a  less  conspicuous 
location.  It  cannot  be  easily  seen  through  the  mass  of  accumu- 
lated experiences.  This  relative  relocation  of  the  super-ego 
does  not  mean  at  all  that  it  has  lost  any  of  its  influences  j 
indeed,  being  "out  of  sight"  it  may  and  often  does  abuse  the 
privileges  it  possesses.  This  frequently  happens  in  psychiatric 
patients,  who  feel  that  they  are  at  the  mercy  of  their  own 
unseen  and  uncontrollable  inner  life.  The  early  training  and 
experience  of  the  child  may  cause  the  emotions  to  be  fixed  to 
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the  super-ego.  The  emotions  of  many  of  our  patients  seldom 
get  beyond  the  super-ego.  In  an  effort  to  indicate  this  condi- 
tion, we  have  represented  it  in  the  chart  as  a  pair  of  gates ; 
sometimes  the  gates  are  completely  or  almost  completely 
closed.  In  common  parlance  the  patient's  feelings  are  all 
dammed  up  inside  himself.  He  has  little  or  no  energy  for 
external  activities ;  he  feels  as  if  his  mind,  meaning  his  con- 
scious mind,  is  a  blank ;  the  head  feels  empty.  Psychologically 
the  gates  are  "unconscious  resistance." 

It  is  not  possible  in  such  a  simple  chart  to  indicate  the 
role  of  symbolism,  yet  it  may  be  stated  that,  when  severe 
conflicts  arise  in  an  individual  with  reference  to  the  disposition 
of  instincts,  it  is  common  for  most  psychiatric  patients  to  resort 
unwittingly  to  the  use  of  symbols  in  the  effort  to  permit  the 
instincts  to  gain  externality.  This  means  that  the  gates  are 
opened,  that  unconscious  resistance  is  reduced,  so  that  the 
emotional  stream  may  go  out  into  reality,  but  only  under 
disguise.  A  psychoneurotic  or  psychotic  syndrome  is  thus  a 
disguised,  symbolic  representation  of  original  instinctual  forces 
and  the  earlier  experiences  with  which  they  are  identified. 
Obviously  the  psyche  is  not  made  up  only  of  the  two  struc- 
tures just  described,  namely,  the  id  and  the  super-ego.  With 
time  and  experience  there  appears  a  new  structure  of  the 
mind,  a  so-called  perceptive  self,  which  eventually  in  the 
healthy  adult  acquires  a  certain  autonomy.  This  newer  struc- 
ture may  also  be  regarded  as  a  storehouse  for  conscious  mate- 
rial. It  is  a  receiving  station  for  trends  of  interests  that  come 
from  the  unconscious  and  that  come  from  the  environment. 
It  not  only  perceives  and  stores  up,  but  it  evaluates  the  mate- 
rial that  comes  to  it.  It  is  often  referred  to  as  the  ego  and  it 
occupies  a  position  between  the  super-ego  and  the  ego-ideal. 
The  experiences  and  the  energies  that  enter  into  its  construc- 
tion come  from  many  sources,  a  few  of  which  are  pictured  in 
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the  diagram.  It  is  a  composite  of  internal  and  external  forces. 
It  is  obedient  to  both.  In  the  normal  individual  its  function- 
ing is  superior  to  that  of  the  super-ego  and  the  id,  although 
it  has  to  meet  the  demands  of  both,  in  addition  to  the  de- 
mands of  the  environment.  In  the  presence  of  a  psychiatric 
syndrome,  it  loses  a  great  deal  of  its  attributes  and  ordinarily 
becomes  subordinated  especially  to  the  factors  from  within, 
but  also  to  those  from  without.  In  the  psychoses  it  succumbs 
more  or  less  completely  to  the  earlier  structures  of  the  psyche. 
It  plays  hardly  any  part,  for  instance,  in  the  deeply  regressed 
schizophrenic  individual. 

A  large  share  of  the  interests  formerly  devoted  to  the 
parents  gradually  goes  over  to  others  in  the  environment,  to 
teachers,  playmates,  and  other  associates.  These  newer  identi- 
fications constitute  the  ego-ideal.  The  latter,  which  in  its  early 
formation,  possesses  a  strong  similarity  with   the  parents, 
undergoes  many  changes ;  as  the  child  grows,  it  substitutes 
a  new  ideal  person  from  time  to  time,  so  that  eventually  in 
the  healthy  adult  similarities  between  the  ego-ideal  and  the 
super-ego  are  meager  and  are  certainly  not  recognized  by  the 
individual.  It  is  a  commonplace  among  psychiatric  patients 
however,  to  have  essentially  no  ego-ideal  or  one  that  is  very 
tenuous,  as  in  schizophrenic  patients ;  or,  the  ego-ideal  and 
super-ego  may  be  more  or  less  closely  similar,  a  situation  that 
is  frequently  observed  in  the  psychoneurotic  individual.  Under 
both  conditions,  the  super-ego  is  predominant  and  exercises 
inordinate  influences  over  the  id  and  the  ego. 

The  two  instinctual  qualities  should  finally  be  distributed 
also  over  the  special  environments  in  which  the  individual  has 
grown  up.  They  should  be  invested  in  his  vocational  and  avo- 
cational  activities.  When  libido  is  externalized  in  matters  that 
meet  the  approval  of  the  community  in  which  the  individual 
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lives,  we  say  that  the  original  libidinal  impulses  have  been 

sublimated. 

This  very  incomplete  sketch  of  the  origin  and  development 
of  the  emotions  may  serve  at  least  to  indicate  that  the  psyche 
possesses  form  and  function.  Moreover,  it  may  be  seen  that 
the  construction  and  activities  of  the  psyche  may  vary  appre- 
ciably from  individual  to  individual.  It,  or  any  part  of  it,  may 
develop  precociously,  or  may  lag  behind  j  or  be  incapable  of 
development  beyond  certain  stages  (e.g.,  the  infantile,  the 
puerile,  or  the  adolescent).  There  are  clinical  conditions  that 
lead  us  to  postulate  an  unequal  original  endowment  of  the 
two  instinctual  qualities.  Some  individuals  appear  to  have  a 
preponderance  of  masochism ;  perhaps  that  is  an  explanation 
for  ascetic  theologians.  Others,  such  as  criminals,  are  notorious 
for  their  sadistic  qualities. 

The  two  emotional  streams  permeate  the  various  experi- 
ences through  which  an  individual  passes.  This  applies  equally 
to  the  more  distinctly  physical  experiences  and  to  those  that 
are  preponderantly  psychical.  Psychoanalysts  have  come  to 
recognize  the  great  importance  of  the  attachment  of  emotions 
to  body  organs  or  zones.  Among  the  earliest  body  zones  that 
absorb  a  large  quantity  of  emotions  are  the  oral  and  anal  3 
and  it  is  believed  that  certain  character  traits  of  maturity  are 
derived  from  an  inordinate  fixation  of  emotions  in  one  or  both 
zones.  For  details  one  should  consult  the  original  observations 
of  Freud  and  his  colleagues.  It  may  be  mentioned  here,  as  an 
example,  that  the  biting  tendencies  of  children  may  be  carried 
over  into  adulthood  in  relatively  unchanged  form,  or  may 
appear  in  the  guise  of  biting  sarcasm.  Psychoanalysts  have 
been  able  to  construct  personality  or  character  syndromes  that 
appear  to  be  outgrowths  of  the  habits  of  early  childhood. 
Personality  to  them  is  not  something  that  arises  de  novo  in 
adolescence  or  in  any  other  period  of  life.  It  is  a  continuum 
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from  the  earliest  years  of  life.  Many  well-established  and 
reasonable  explanations  of  character  syndromes  have  been 
derived  from  the  formulations  of  psychoanalysis.  The  orig- 
inal meaning  of  the  word  personality  indicates  that  character 
traits  are  disguises,  are  substitutes ;  they  are  not  the  original 
product.  The  "persona"  was  "a  mask  anciently  worn  by 
actors,  covering  the  whole  head,  and  varying  according  to  the 
character  to  be  represented ;  hence,  a  mask  or  disguise."  The 
persona  or  personality  of  today  has  the  same  definition.  This 
information  is  not  the  least  whit  new  to  most  of  us,  but  what 
is  new  is  the  insight  that  Freud  has  developed  into  the  origin 
of  many  of  the  traits  that  go  to  make  up  personality.  Prior 
to  Freud,  investigators  studied  the  development  of  character 
syndromes  as  if  they  started  in  the  middle  period  of  child- 
hood or  thereabouts.  There  seemed  to  be  something  forbid^ 
ding  about  the  study  of  the  very  early  years  of  childhood. 
Yet  the  first  four  or  £vt  years  of  life  are  remarkably  impor- 
tant and  the  character  traits  of  those  years  help  to  determine 
adult  character. 

Up  to  the  present  time,  however,  and  save  in  a  few  isolated 
instances,  the  psychoanalysis  of  adults  has  not  resulted  in 
recovering  the  experiences  of  the  first  three  or  four  years  of 
childhood.  The  ordinary  adult  patient  under  psychoanalysis 
is  able  to  recover  and  actually  to  live  through  but  a  fragment 
of  his  fourth  year.  He  does  not  really  know  of  and  re-expe- 
rience the  activities  of  those  years,  although  it  is  believed  by 
psychoanalysts  that  a  certain  portion  of  the  emotions  originally 
attached  to  the  experiences  of  those  years  can  be  and  is  drained 
from  these  experiences.  The  best-known  method  for  prevent- 
ing unnatural  fixations  of  emotions  during  the  early  years 
seems  to  call  for  a  direct  treatment  of  the  parents  and  child 
during  the  early  years. 

Since  the  nucleus  of  the  super-ego  is  laid  down  also  in 
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these  early  years,  it  may  be  expected  that  only  a  portion  of 
the  experiences  and  emotions  connected  therewith  may  be 
relived  during  psychoanalytic  treatment.  Perhaps  some  of  the 
less  favorable  clinical  results  achieved  through  the  formal, 
classical  psychoanalytic  technique  of  today  are  in  some  way 
associated  with  the  inability  to  recover  the  mental  material 
of  the  first  three  or  four  years.  Those  years  are  replete  with  - 
emotions j  emotional  expressions  are  clear  and  free;  they  are 
undisguised ;    they   are   direct ;    emotional   attachments   are 
great  and  firm.  It  is  known  that  the  bulk  of  the  experiences 
of  early  childhood  have  to  be  relegated  to  the  sphere  of  the 
unconscious  and  that,  in  their  recession  into  that  realm,  they 
take  a  certain  and  often  a  large  share  of  emotions  with  them. 
But  the  two  components,  namely  experiences  and  emotions, 
are  not  simultaneously  recovered,  a  necessary  condition  for 
a  successful  psychoanalysis.  It  appears  that  often  ideas  are 
fixed  in  place,  but  emotions  are  mobile  and  may  without  much 
difficulty  gain  the  level  of  consciousness. 

Through  psychoanalysis  it  is  possible,  however,  to  bring 
into  the  field  of  the  patient's  awareness  multiple  experiences 
and  associated  emotions  that  postdate  his  fourth  year.  The 
average  patient  under  psychoanalysis  is  able,  to  recall  and  to 
live  out  (i.e.,  to  transfer)   upon  the  psychoanalyst  varied 
mental  constellations  that  he  has  built  up  since  about  the 
beginning  of  his  fifth  year.  As  a  rule,  the  contents  of  the 
unconscious  are  lived  out  in  a  more  or  less  organized  manner. 
There  are  several  ways  by  which  this  is  accomplished  in  actual 
practice.  This  question  will  be  elaborated  upon  presently  j  for 
the  moment,  however,  it  may  be  stated  that  during  the  early 
stages  of  a  psychoanalysis  the  most  recent  conscious  compo- 
nents are  lived  through  j  these  include  a  review  of  the  symp- 
tomatology and  of  the  usual  daily  contacts  established  by  the 
patient.  Sometimes,  in  the  first  few  sessions,  certain  material 
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from  the  unconscious  sphere  appears  in  consciousness  5  the 
usual  practice  is  to  pay  little  attention  to  it  until  the  patient 
is  emotionally  prepared  to  handle  it.  As  analysis  progresses, 
material  of  less  recent  origin  is  lived  through.  The  process 
continues  until  essentially  all  matters  in  the  conscious  sphere 
are  reviewed.  After  this  phase  of  the  analysis,  that  is,  the 
living  through  process,  is  completed,  material  begins  to  come 
from  the  unconscious  in  greater  and  greater  measure.  It  had 
been  drifting  through  in  small  quantities  while  the  analysis 
was  essentially  identified  with  the  content  of  consciousness. 
There  is,  however,  a  certain  orderliness  to  the  whole  pro- 
cedure, an  orderliness  that  is  recognizable  by  those  familiar 
with  the  arrangement  of  the  contents  of  the  unconscious. 

If  now  we  turn  back  to  questions  concerning  the  super-ego, 
we  recall,  from  what  was  said  previously,  that  the  super-ego 
gradually  recedes  from  the  conscious  sphere  and  comes  lo 
occupy  a  position  that  stands  between  the  early  organic  zones 
of  energy  (for  example,  the  oral,  anal,  genital  areas)  and  the 
lower  layers  of  the  conscious  sphere.  A  glance  at  the  chart  will 
reveal  its  representation  there.  It  may  be  seen  that  the  energy 
streams  flow  from  the  id,  through  the  organic  zones  and 
forward  to  the  super-ego.  This  means  that  instinctive  impulses, 
such  as,  for  example,  those  arising  from  the  genital  zone,' 
must  first  pass  through  the  super-ego.  The  super-ego,  in  other 
words,  being  made  up  largely  of  elements  of  parental  train- 
ing, determines  whether  or  not  impulses  may  pass  out  beyond 
it.  If  parental  training,  the  super-ego,  the  inner  conscience, 
has  been  oversevere  in  matters  of  genitality,  it  is  quite  prob- 
able that  the  way  to  consciousness  and  thence  to  the  environ- 
ment may  be  closed  to  these  impulses.  An  attempt  is  made  in 
the  chart  to  represent  this  condition  by  placing  a  dam  at  the 
distal  end  of  the  super-ego.  The  genital  impulse  is  dammed 
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up  3  it  may  suffer  that  fate  without  clear  knowledge  on  the 
part  of  the  ego  in  the  conscious  sphere. 

A  portion  of  the  genital  impulses  may  seep  into  conscious- 
ness in  overt  form  and  the  question  of  its  contacting  the 
environment  is  again  judged.  An  oversevere  ego-ideal  (the 
psychical  representative  of  the  parental  surrogates  (teachers, 
employers,  friends),  may  prevent  the  outward,  environ- 
mental expression  of  the  impulses.  The  latter  may  thereupon 
be  driven  (repressed)  far  into  the  sphere  of  the  unconscious. 
It  is  a  forceful  act  to  repel  the  impulses  back  to  their  original 
position.  Individuals  who  have  no  outlet  for  their  sexual 
activities  are  said  to  develop  tensions  and  conflicts,  which  are 
relieved  for  a  time  at  least  when  the  impulses  are  driven 
from  the  mind,  meaning  the  conscious  part  of  the  mind. 

But  the  forces  associated  with  sexuality  reappear  again  and 
again,  until,  as  in  psychiatric  patients,  the  super-ego  compro- 
mises. It  may  compromise  by  allowing  the  emotions,  shorn 
from  their  original  organic  source,  to  reach  consciousness  and 
reality  in  the  guise  of  symbols  or  symptoms.  The  number  of 
symptoms  is  legion  j  they  have  the  value  of  being  more  accept- 
able to  the  ego  and  to  the  environment  than  the  repressed 
sexuality  they  represent.  An  example  of  a  relatively  mild  form 
of  transformation  (symbolism)  is  to  be  observed  in  the  person 
addicted  to  morbid  jocularity,  with  particular  reference  to 
jokes  of  an  obscene  or  profane  nature.  These  individuals 
possess  a  compulsive  propensity  for  meeting  their  environ- 
ment on  the  basis  of  sexuality,  verbally  expressed.   Other 
individuals  may  masquerade  their  impulses  in  the  guise  of 
literature  or  art 5  pornographic  literature  and  drawings  are 
commonplaces.  There  are  a  host  of  means  of  externalizing 
one's  impulses  in  other  than  a  direct  and  overt  manner.  Some 
of  them  are  more  or  less  socially  acceptable ;  others  are  anti- 
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social  3  still  others  are  essentially  asocial.  It  may  be  said  in 
general  that  the  average  psychiatric  patient  develops  symbols 
that  have  little  or  no  social  value. 

The  psychoneurotic  patient  with  a  phobia  has  an  impulse 
in  the  unconscious  to  do  things  that  are  generally  the  antithe- 
sis of  the  phobia.  An  example  of  this  type  of  reaction  was 
given  when  we  discussed  the  death  motive  that  prompted  the 
oversolicitous  son  to  develop  the  fear  that  he  had  left  the  gas 
jet  open  and  that  as  a  consequence  his  father  might  be  killed. 
A  more  extreme  type  of  symbolism,  extreme  because  it  is 
commonly  associated  with  a  more  or  less  total  disorganization 
of  the  personality,  is  observed  in  the  schizophrenic  patient 
who  uses  his  sense  organs  as  the  medium  through  which  to 
express  his  symbols.  The  paranoid  patient,  who  is  struggling 
with  homosexual  impulses,  believes  that  men  are  putting  dis- 
agreeable substances  in  his  food;  he  believes  he  tastes  "the 
dirty  stuff."  He  smells  disagreeable  odors  that  his  alleged 
persecutors  direct  upon  him.  He  hears  men  saying  filthy 
things  about  him;  they  tell  him  that  he  engages  in  perverted 
practices  with  men.  This  type  of  psychiatric  response  may 
lead  the  individual  to  deny  that  he  is  a  male;  he  may  regress 
further,  believing  that  he  is  a  female;  the  inner,  unconscious 
impulse  causes  all  reality  to  be  abandoned;  the  female  role 
is  accompanied  by  ideas  of  pregnancy  and  birth.  The  schizo- 
phrenic patient  may,  while  directly  looking  at  his  mother, 
father,  brothers  and  sisters,  claim  that  the  woman  is  his  wife, 
that  his  father  is  a  stranger  to  him,  and  that  the  younger 
people  are  his  children.  This  patient  has  gone  beyond  sym- 
bolism; he  expresses  his  impulses  in  a  direct  manner. 

The  problems  associated  with  psychogenic  psychiatry  are 
in  a  large  measure  those  connected  with  symbolic  function- 
ing. It  may  be  said  in  general  that  the  probabilities  for  effect- 
ing a  cure  or  an  amelioration  of  the  clinical  syndrome  are 
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enhanced:  when  symbolism  is  expressed  through  psychical 
means  (compulsive  or  obsessive  ideas,  delusions)  j  when  sym- 
bolism is  rejected  by  the  patient  who  still  retains  some  measure 
of  control ;   and  when  symbolism  is  recognized  as  arising 
from  the  patient  himself  and  not  from  his  environment. 
When,  however,  the  symptomatology  or  symbology  is  ex- 
pressed through  body  organs  or  systems;  when  it  is  accepted 
as  a  real  set  of  facts  to  which  the  patient  adjusts  himself 
and  over  which  he  can  exercise  little  or  no  control ;  and  when 
he  believes  that  his  symptomatology  is  induced  by  external 
influences,  then  the  prognosis,  with  or  without  psychothera- 
peutic endeavors,  is  proportionately  poor.  When,  too,  the 
contents  of  the  unconscious  move  up  en  masse  directly  into 
the  sphere  of  consciousness,  with  a  more  or  less  complete 
abandonment  of  the  features  that  make  up  the  sphere  of  con- 
sciousness, the  prognosis  is  ordinarily,  though  not  necessarily, 
grave.  The  preservation  of  insight  is  a  partial  determinant 
of  the  prognosis.  For  example,  a  manic-depressive  patient 
may  give  overt  expression  to  the  contents  of  the  unconscious, 
but  usually  he  retains  recognition  of  the  morbidity  of  his 
impulses.  A  schizophrenic  patient  may,  however,  believe  im- 
plicitly in  the  alleged  validity  of  his  impulses,  in  which  case 
the  outlook  is  correspondingly  poor. 

THE  PSYCHE  AND  THE  ENVIRONMENT 
As  the  child  grows  up  and  establishes  environmental  con- 
tacts, some  of  the  emotions  that  were  previously  concentrated 
upon  the  child  himself,  now  change  direction  and  become  ex- 
ternalized. Before  we  trace  the  pathway  of  emotions  into  the 
environment,  it  is  desirable  to  review  briefly  the  main  sources 
from  which  emotions  that  are  environmentally  expressed  may 
be  drawn.  When  the  emotions  are  attached  to  organic  tissues, 
the  expression  "autoerotism"  is  employed.  There  are  special 
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designations  to  indicate  the  particular  organic  zones  to  which 
emotions  are  secured.  Thus,  one  speaks  of  oral,  anal,  and 
genital  emotions  as  subdivisions  of  autoerotism.  Some  of  the 
emotional  qualities  invested  in  organic  zones  are  carried  over 
unchanged  into  the  environment  or  are  subjected  to  minor 
modifications  only.  For  instance,  the  emotions  associated  with 
the  oral  zone  may  remain  essentially  the  same  in  quantity  and 
quality  throughout  a  lifetime.  Society  places  very  few  restric- 
tions upon  oral  expressions.  One  may  usually  eat  any  quantity 
of  food,  any  time,  anywhere.  At  most,  society  labels  abnormal 
eating  activities  with  such  mild  expressions  as  ill-mannered. 
Anal  functions  may  be  liberally  expressed,  but  a  special  en- 
vironment is  usually  required,  and  neglect  of  such  an  environ- 
ment may  easily  lead  to  social  conflict. 

The  severest  restrictions  are  put  upon  public  expression  of 
genital  functions.  The  urinary  phase  is  classed,  in  the  United 
States,  as  disorderly  conduct.  It  is  relatively  free  from  emo- 
tional gratification.  But  that  phase  of  genital  activity  asso- 
ciated with  purely  sexual  gratification  assumes  the  status  of 
criminality  unless  carried  out  under  very  strict  conditions.  In 
other  words,  there  is  a  very  unequal  amount  of  pressure 
brought  to  bear  against  the  expression  of  emotions  through 
the  several  forms  of  physical  activity.  Restrictions  begin  in 
infancy  and  continue  throughout  life.  Impulses  (oral,  anal, 
urinary)  associated  with  vegetative  physiology  possess  ade- 
quate environmental  provision  for  their  care.  Failure  to  pro- 
vide suitable  gratification  for  those  functions  results  relatively 
quickly  in  definite  organic  pathology  and  death.  On  the  other 
hand,  there  is  no  recognizable  shortening  of  organic  life  in 
the  absence  of  provision  for  the  personal  or  environmental 
expression  of  activities  identified  with  the  reproductive  organs. 
Many  individuals  successfully  divert  emotions  from  the  re- 
productive zone.  Others  defer  expression  for  a  greater  or 
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lesser  length  of  time.  It  is  significant  that  the  number  of 
variable  outlets  connected  with  the  reproductive  apparatus 
far  exceeds  that  associated  with  other  organs  of  the  body. 
There  is  no  substitute  for  food;  day-dreaming  is  futile.  Nor 
is  there  a  substitute  for  bowel  or  urinary  activities.  But  there 
are  a  wide  range  of  substitutes  for  sexual  expression.  Indeed, 
the  psyche  is  capable  of  absorbing  sexual  issues  almost  in  their 
entirety.  Furthermore,  the  psyche  may  retain  them;  it  may 
successfully  repress  those  issues  into  the  unconscious  or  may 
keep  them  vividly  in  the  conscious  sphere.  In  psychiatric  pa- 
tients, sexual  problems  are  not  successfully  managed;  on  the 
contrary,  they  give  rise  to  sharp  conflicts,  which  may  be 
waged  in  the  conscious  or  unconscious  sphere.  The  results 
may  be  witnessed  in  any  one  of  a  large  number  of  symptoms. 
The  psyche  possesses  the  means,  for  instance,  of  pushing  the 
conflicts  back  into  the  organic  realm,  not  necessarily  into  the 
original  zone  whence  they  arose,  but  upon  organs  which  in 
themselves  have  no  sexual  function.  It  is  common  knowledge 
to  psychoanalysts  that  a  whole  body  of  sexual  data  may  be 
transplanted  to  the  alimentary  tract.  It  has  been  shown  that 
the  gastrointestinal  tract  often  bears  the  vicarious  burdens 
of  sexuality  among  hypochondriacal  individuals.  The  psycho- 
analyst knows  the  facility  with  which  nonsexual  organs  may 
become  psychologically  sexualized. 

The  energies  of  the  body  gain  externality  through  a  variety 
of  other  channels.  The  value  of  wholesome  competitive,  or 
to  a  lesser  extent  noncompetitive,  athletics  as  outlets  for  the 
emotions  is  universally  recognized.  The  spectator  of  sports 
gains  a  certain  measure  of  emotional  gratification.  The  en- 
vironment provides  a  great  variety  and  number  of  objects 
upon  which  to  place  one's  feelings,  physical  and  mental.  An 
enumeration  would  have  to  include  all  human  activities  within 
the  environment. 
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During  the  first  years  of  life,  the  child's  contacts  with  the 
personal  environment  are  mainly  through  his  parents.  As  he 
grows  into  the  impersonal  environment,  it  is  made  to  appear 
personal:  the  simplest  toys  are  described  in  terms  of  human 
qualities  j  dolls  are  human  to  the  child.  At  this  early  stage, 
the  child  makes  little  or  vague  distinction  between  himself 
and  his  environment.  Gradually  he  comes  to  recognize  his 
existence  separate  from  the  environment,  although  at  the 
same  time  he  acts  and  thinks  in  terms  of  parental  teaching. 
At  about  the  age  of  five,  when  the  child  enters  the  realm  of 
intellectual  training  and  schooling,  he  has  come  to  appreciate 
more  clearly  the  "I"  and  the  "not  I."  The  intellectual  part 
of  the  environment  is  absorbed  in  large  measure.  This  means, 
among  other  things,  that  the  intellectual  data  acquired  from 
the  environment  may  occupy  more  or  less  of  the  child's  inter- 
ests, energies,  attentions.  Intellectual  schooling  is  one  of  the 
means  par  excellence  by  which  energy  is  appreciably  with- 
drawn from  various  organs  of  the  body.  A  large  part  of  bodily 
energy  may  then  be  shared  by  two  principal  organs,  the  brain 
and  the  psyche.  There  is  in  effect  a  dilution  of  energy. 

Intellectual  pursuits  may  take  up  a  large  share  of  bodily 
energies  without  any  radical  changes  in  the  original  aims  of 
the  energies.  The  objects  toward  which  the  energies  may  be 
diverted  may  differ  in  location.  For  example,  the  energies 
that  were  in  youth  bound  to  one's  own  physical  organs  may 
be  transplanted  in  a  very  large  degree  to  the  same  organs  in 
other  individuals  through  the  profession  of  medicine.  The 
doctor  of  medicine  may  continue  to  focus  upon  the  tissues, 
although  in  his  professional  career  the  object  of  the  focusing 
has  changed.  One  thus  sees  that  there  may  be  a  direct  conti- 
nuity from  the  autoerotism  and  narcissism  of  youth  to  those 
same  factors  in  adulthood.  We  say  that  the  emotions  become 
un-autoerotized  and  un-narcissized,  meaning  thereby  that  they 
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become  objective.  The  objectivation  of  energies  into  channels 
that  are  socially  acceptable  is  known  as  "sublimation." 

A  specialist  in  gastroenterology  is  enabled  to  live  through, 
in  a  helpful,  altruistic,  scientific,  and  constructive  manner, 
many  of  the  physical  interests  of  his  early  years.  The  aim  is 
the  same.  The  emotions  or  body  energies  have,  however, 
coursed  through  different  fields,  until  eventually  they  are 
constructively  environmentalized.  The  emotions  center  first 
in  his  own  organs  j  then,  through  informal  training  by  parents 
and  formal  training  by  scholastic  instructors,  the  energies  or 
interests  or  emotions  become  essentially  intellectualized,  while 
at  the  same  time  they  are  directed  away  from  the  individual, 
Finally,  they  are  centered  upon  the  same  organs  in  other 
individuals. 

It  is  a  well-established  fact  that  body  energies  from  any 
of  the  original  sources— the  autoerotic,   narcissistic,   homo- 
erotic,  heteroerotic— may  be  sublimated.  Indeed,  it  is  relatively 
easy  to  understand  how  closely  identified  are  the  components 
of  the  individual  himself  and  the  components  of  the  environ- 
ment to  which  he  finally  adapts  himself.  A  man's  profession 
is  his  life.  It  meets  his  inner  needs.  The  actor  gratifies  the 
emotions  that  were  originally  invested  in  the  exhibitionism  of 
childhood  j  the  restaurateur  perpetuates  alimentary  habits  j 
the  tailor  for  men  satisfactorily  sublimates  some  of  the  emo- 
tions associated  with  men.  One  could  go  on  indefinitely  to 
demonstrate  how  personal  our  environment  is  and  how  little 
it  really  differs  from  our  inner  interests. 

As  individuals  grow  out  into  the  environment  they  also 
encounter  and  identify  themselves  with  a  more  genuinely  per- 
sonal environment.  They  extend  their  feelings  toward  the 
feelings  of  others.  There  is  a  union  of  personalities.  In  early 
childhood  the  identifications  are  primarily  with  the  parents. 
The  child  gradually  extends  his  interests  to  other  members  of 
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the  family.  Some  of  his  interests  are  fused  with  brothers  and 
sisters  and  other  children  of  his  age.  The  externalization  of 
feelings  away  from  the  parents  and  toward  individuals  not 
connected  with  the  family  is  accomplished  with  particular  care 
and  slowness.  When  we  realize  that  the  average,  normal  indi- 
vidual requires  about  twenty  years  to  emancipate  himself 
wholesomely  from  parental  and  other  home  influences,  it  is 
not  surprising  that  his  life  subsequent  to  the  first  twenty 
years  is  largely  conditioned  by  those  influences.  Under  nor- 
mal conditions  the  growing  away  from  the  home  and  all  that 
it  implies  is  an  exceedingly  slow  process,  entailing  a  multi- 
plicity of  trials  and  errors,  trials  and  successes. 

The  child  does  not  have  to  supplant  his  parents  by  any 
immediate  and  abrupt  procedures.  At  about  the  age  of  five  he 
begins  to  make  the  first  essential  moves  toward  other  people. 
He  retains  his  parents ;  he  acquires  parental  surrogates  who 
operate  through  the  medium  of  scholarship;  but,  of  equal,  if 
not  of  more,  importance,  is  the  child's  introduction  to  an 
essentially  new  world  of  individuals:  children  of  his  own  age. 
Some  children  fail  to  accept  the  new  oifer ;  others  accept  only 
a  small  part  of  the  total.  Some  parents  refuse  to  make  the 
offer  available  j  other  parents  want  to,  but  cannot ;  still  others 
place  a  large  number  of  restrictions  upon  the  choice  of  play- 
mates. 

This  is  an  important,  a  highly  important,  epoch  of  a  child's 
career.  In  the  normal  adult,  the  activities  of  the  early  child- 
hood period  are  usually  remembered  only  vaguely  or  in  frag- 
ments, the  greater  part  of  the  mental  images  being  deeply 
buried  in  the  unconscious.  The  same  condition  holds  true  for 
the  average  psychoneurotic  patient.  Irrespective  of  diagnosis, 
many  individuals  retain  in  the  conscious  realm  memories  of 
childhood  days.  This  is  true  particularly  of  the  average  schizo- 
phrenic patient  and  is  due  perhaps  to  the  fact  that  he  gathers 
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relatively  little  from  the  environment  as  he  advances  toward 
maturity.  There  is  comparatively  little  of  what  might  be  called 
superstructure  j  the  average  schizophrenic  ceases  to  combine 
his  interests  with  the  environment  much  beyond  those  asso- 
ciated with  his  early  childhood,  save  perhaps  from  the  stand- 
point of  intellectual  acquisition. 

LATENCY  PERIOD  AND  HOMOEROTISM 

When  the  child  grows  normally  into  the  so-called  latency 
period  (from  about  the  age  of  five  up  to  puberty),  a  special 
type  of  personal  environment  opens  before  him.  It  is  that 
of  the  sex  to  which  he  belongs.  During  the  latency  period, 
boys  are  with  boys,  and  girls  with  girls ;  there  is  relatively 
little  important  mingling  of  the  sexes.  Thus  for  a  period  of 
about  ten  years  boys  become  conditioned  to  boys,  and  girls 
to  girls.  From  this  point  of  view,  the  child's  personal  environ- 
ment may  be  said  to  be  homogeneous,  or,  more  specifically, 
it  is  alike  in  sex,  that  is,  it  is  homosexual.  Some  authors  use 
the  expression  "homoerotic"  as  a  general  term  to  indicate  a 
common  bond  of  interests  between  members  of  the  same  sex. 
Homoerotic  activities  may  be  entirely  normal,  wholesome, 
and  socially  acceptable.  Stag  parties  are  made  up  of  homogene- 
ous groups,  whose  influences  may  be  expressed  in  constructive 
activities  j  many  boys'  and  men's  clubs  contribute  to  wholesome 
endeavors. 

But  there  are  other  homoerotic  expressions  that  are  less 
acceptable,  less  wholesome,  less  constructive.  Members  of 
the  same  sex  may  fall  in  love  with  one  another,  although  in 
their  attachments  they  may  be  careful  not  to  express  their 
fondnesses  in  any  overt  genital  manner.  They  may  live  to- 
gether 5  they  may  be  in  each  other's  company  most  of  the 
time  5  they  may  seek  the  same  diversions  5  their  interests  may 
in  general  become  one.  For  this  condition  one  may  reserve 
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the  expression  "homosexual,"  recognizing  that  the  term  does 
not  imply  anything  immoral,  but  that,  on  the  contrary,  the 
relationship  may  be  altogether  legitimate. 

Still  another  form  of  homoerotism  is  called  "homogen- 
italism,"  a  term  meaning  that  members  of   the  same  sex 
express  their  interests  in  one  another  through  the  genitals. 
This  form  of  activity  is  definitely  within  the  bounds  of  mor- 
bidity. Indeed,  it  is  psychologically  as  well  as  legally  morbid, 
for  it  represents  in  a  slightly  modified  form  the  interests  in 
one's  own  genitals  that  should  have  been  abandoned  perhaps 
in  early  adolescence.  To  understand  the  developmental  his- 
tory of  homogenitalism,  one  should  know  that  the  child's 
attention  is  first  called  to  its  genitals  during  the  period  of  late 
infancy  5  his  interests  continue  to  develop  until  about  the  age 
of  five,  and  during  this  time  are  often  largely  associated  with 
the  parent  of  the  opposite  sex.  When  the  child  enters  the 
latency  period,  his  parents  begin  to  place  strong  prohibitions 
upon  genital  activities.  Such  prohibitions  serve  to  deflect  the 
child's  sexual  interests  away  from  the  parent  of  the  opposite 
sex;  in  fact,  they  aim  to  desexualize  the  feelings  of  the  child, 
to  divert  the  emotions  of  that  zone  into  identification  with 
the  parents.  This  form  of  identification  is  seemingly  asexual 
in  character.  Under  these  circumstances,  the  child  may  grow 
closer  to  both  parents  without  any  semblance  of  sexuality. 
Sexual  feelings,  however,  are  not  fully  withdrawn  from  the 
genitals;  they  are  simply  denied  any  expression  toward  the 
parents.  Sexuality  continues  through  the  latency  period  and, 
since  the  activities  of  the  child  at  this  time  are  confined  essen- 
tially to  members  of  the  same  sex,  the  child's  sexual  interests 
are  directed  towards  the  members  of  the  same  sex.  A  period 
of  approximately  ten  years  of  such  conditioning  plays  a  par- 
ticularly significant  role  in  the  subsequent  life  of  the  indi- 
vidual. At  the  age  of  puberty,  with  the  development  of  adult 
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genitality,  the  interests  or  emotions  of  the  individual  should 
extend  still  further  into  the  environment.  Preparations  for 
this  extension  of  interests  were  made  during  the  latency 

period. 

At  the  age  of  puberty,  sexuality  takes  on  a  new  form  of 
interest  and  should  naturally  be  directed  to  members  of  the 
opposite  sex.  This  redirection  of  interests  with  an  entirely  new 
functional  significance  represents  a  radical  departure  from 
anything  that  the  individual  has  experienced  up  to  this  time. 
It  is  a  momentous  step.  The  law  tacitly  recognizes  this  when 
it  places  the  minimum  age  of  marriage  many  years  beyond 
the  age  of  puberty.  At  puberty  the  individual  enters  upon  a 
new  epoch,  the  details  of  which  ordinarily  require  another 
decade  for  partial  solution.  This  is  the  critical  period  of  all 
the  critical  periods  of  life.  For  its  successful  solution  the  indi- 
vidual is  called  upon  to  un-narcissize  himself,  to  abandon  still 
further  his  egotism  in  favor  of  altruism.  Life  is  a  slow  process 
that  aims  to  de-energize  the  individual,  to  cause  him  to  give 
back  to  the  environment  the  energies  that  he  originally  ac- 
quired from  it.  These  energies  are  not  relinquished  without 
a  struggle.  In  fact,  it  cannot  be  expected  that  an  individual 
will  be  de-energized  until  death.  The  normal  individual  is 
one  who  compromises  with  reality  in  that  he  fuses  his  inter- 
ests with  those  of  his  environment  to  such  a  degree  that  the 
results  of  his  endeavors  are  as  profitable  to  the  environment 
as  they  are  to  him.  He  differs  from  the  psychiatrically  sick 
individual,  whose  compromises  are  meager  or  absent.  The 
psychiatric  patient  has  to  compromise  with  the  impulses  that 
arise  within  himself.  He  compromises  through  the  medium 
of  symptoms.  This  idea  was  expressed  previously  when  we 
discussed  the  conflicts  between  the  impulses  of  the  conscious 
and  of  the  unconscious  sphere. 
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SUBLIMATION 

When  now  we  return  to  the  problems  of  puberty,  it  is 
recognized  that  the  individual  is  faced  with  a  severe  responsi- 
bility of  relinquishing  emotions  from  earlier  habits  and  of 
redirecting  them  upon  newer  and  different  objects.  The  re- 
sults of  attempted  changes  are  often  more  or  less  complete 
failures.  It  may  be  said  in  general  that,  though  the  conditions 
for  a  psychiatric  syndrome  are  laid  down  in  the  prepubertal 
period,  the  syndromes  ordinarily  do  not  develop  to  any  ap- 
preciable extent  until  the  period  of  adolescence  sets  in.  Psy- 
chogenic psychiatry  has  to  do  in  large  measure  with  partial 
or  complete  failure  of  the  emotions  to  achieve  healthy  im- 
pressions of  an  adolescent  or  adult  character. 

Some  individuals  successfully  overcome  the  problems  of 
emotional  growth  of  infancy  and  are  able  to  progress  to  the 
problems  of  childhood.  They  may  not  experience  any  special 
difficulties  during  the  latency  period,  except  that  they  are 
unable  for  one  or  more  reasons  to  make  the  changes  neces- 
sary for  wholesome  adaptation  to  the  problems  of  adoles- 
cence. Any  one  of  several  solutions  is  possible. 

The  individual  may  continue  to  objectivate  himself  by  per- 
petuating the  interests  of  the  latency  period.  One  may  serve 
the  interests  of  childhood  throughout  one's  adolescence  and 
adulthood  and  thereby  lead  a  satisfactory  and  profitable 
career.  In  a  suitable  environment,  one  may  live  the  duration 
of  life  on  a  childhood  basis.  Evidently  the  type  of  environ- 
ment best  adapted  to  meet  the  issues  of  the  childhood  or 
latency  period  is  one  that  is  essentially  homoerotic.  If,  how- 
ever, homoerotic  inclinations  are  repulsive  to  the  individual, 
he  may  live  out  the  repulsions  by  an  aggressive  attitude 
toward  men.  This  type  of  conflict  is  readily  recognized  in 
those  individuals  who  are  incessantly  at  loggerheads  with 
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their  fellow  men.  They  are  under  the  psychological  necessity 
of  defending  themselves  against  the  members  of  their  sex.  It 
is  purely  a  vicarious  or  symbolic  or  symptomatic  way  of  dis- 
owning one's  own  inclinations  by  forcing  them  out  into  the 
environment. 

REACTION-FORMATION 

The  homoerotic  impulses  may  also  be  forced  back  into  the 
individual,  that  is,  into  the  unconscious  sphere.  It  requires 
considerable  energy  to  push  them  out  of  the  field  of  aware- 
ness and  it  requires  almost  as  much  to  keep  them  out.  Energy 
cannot  be  withdrawn  from  its  supervisory  position  over  the 
homoerotic  trend.  This  condition  results  in  an  insufficient 
quantity  of  energy  or  interests  to  take  care  of  environmental 
demands.  Severely  repressed  and  unsublimated  homosexual- 
ity is  often  observed  in  individuals  who  are  more  or  less  shut- 
in  and  introverted.  One  of  the  characteristics  of  the  psyche  is 
the  capacity  to  develop  in  consciousness  the  exact  opposite  of 
an  associated  trend  in  the  unconscious.  Hence,  it  is  not  at  all 
uncommon  to  observe  in  individuals  who  are  repressing  a 
strong  drive  toward  homosexuality  and  who,  therefore,  have 
a  strong  unconscious  impulse  toward  the  conscious  expression 
of  it  a  marked  submission  to,  not  an  aggression  toward,  men. 
They  are  obsequious,  they  bend  beyond  all  reason  to  author- 
ities ;  indeed,  they  seem  to  invite  men  to  take  an  aggressive 
attitude  toward  them.  What  they  are  really  doing  is  displac- 
ing their  own  aggressions  upon  other  persons  so  that  it  ap- 
pears that  the  aggression  (against  their  homosexuality)  comes 
from  an  outside  source.  This  mechanism  requires,  of  course, 
a  close  identification  with  the  substituted  aggressor.  Now  if 
one  is  identified  with  the  interests  or  emotions  of  another 
individual,  the  two  persons  are  brought  closely  together,  a 
situation  that  was  actively  opposed  by  the  patient.  From  the 
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standpoint  of  the  patient  the  two  individuals  are  involved 
in  a  common  cause;  but  the  cause  (homosexuality)  is  not 
known  to  either.  Some  individuals  make  a  lifetime  adjust- 
ment to  just  such  a  state  of  affairs.  All  of  us  are  familiar  with 
the  employee  who  holds  his  position  in  virtue  of  his  morbid 
obedience  3  or  of  others  who  go  through  life  browbeaten  3  or 
of  still  others  who  seem  to  be  under  the  constant  necessity  of 
engaging  in  such  misconduct  as  leads  to  their  punishment;  it 
is  said  of  them  that  they  "take  it  and  ask  for  more." 

REGRESSION 

Homoerotic  impulses  may  not  be  satisfactorily  taken  care 
of  by  the  type  of  adjustment  (called  reaction-formation)  just 
mentioned.  The  individual  who  is  to  become  paranoid  finally 
reacts  strongly  against  the  union  of  his  interests  with  those  of 
another.  The  person  to  whom  the  patient  had  originally  given 
the  power  of  aggression,  while  at  first  admired  for  his  help- 
fulness (in  controlling  the  homoerotic  impulses),  becomes  the 
object  of  the  patient's  bitterness.  The  admiration,  the  obedi- 
ence, the  submission  becomes  too  great;  the  patient  is  admir- 
ing the  very  object,  a  man,  that  he  had  hoped  to  avoid.  This 
situation  leads  gradually  to  a  relinquishment  of  repression 
against  the  unconscious  homoerotism  and  this  in  turn  enables 
the  homoerotism  to  gain  the  level  of  consciousness.  The 
paranoid  patient  now  acts  toward  his  homoerotism  as  he  had 
acted  before:  he  shifts  the  responsibility  for  its  appearance  to 
the  man  to  whom  he  has  given  the  power  of  control.  Thus 
the  other  man  becomes  responsible  for  the  homoerotic  ad- 
vances that  are  being  made  to  the  consciousness  of  the  patient. 
The  other  man  released  the  repressions  that  he  had  had  over 
the  impulses.  The  patient  now  regains  his  own  aggression  and 
utilizes  it  as  a  defense  against  the  homoerotic  trend  that  he 
(that  is,  his  conscious  self)  so  vigorously  opposes.  The  trend 
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is  the  same,  but  it  appears  to  the  patient  to  originate  from 

the  other  man. 

As  the  conflict  continues,  it  finally  becomes  necessary  tor 
the  patient  to  get  away  from  his  alleged  persecutor.  The 
faultiness  of  the  patient's  attitude  is  easily  recognized,  when, 
after  a  complete  separation  of  the  two  men,  the  paranoid 
trend  continues  to  expand  tremendously  in  size  and  impor- 
tance. The  patient  himself  now  becomes  the  sole  power  against 
the  undesirable  inclinations;  he  struggles  against  the  ideas, 
which  are  allegedly  forced  upon  him  from  others.  The  ideas, 
as  is  well  known,  have  to  do  with  immoral  sexual  practices 
that  other  men  are  trying  to  compel  him  to  accept. 

Some  paranoid  patients  are  enabled  from  the  outset  to  keep 
the  greater  part  of  their  homoerotism  in  the  unconscious 
sphere.  Eventually,  however,  the  homoerotism  cannot  be  held 
there.  The  unconscious  possesses  the  ability  to  disguise  its 
trends  through  the  use  of  symbols  and  in  the  paranoid  form 
of  schizophrenia  there  is  a  rich  system  of  symbols.  This  means 
that  the  homoerotic  trend  gains  the  level  of  consciousness  in 
disguised  form.  It  does  not,  however,  go  beyond  the  level  of 
awareness  except  in  the  form  of  phantasy.  Ordinarily,  as  the 
patient  progressively  withdraws  his  interests  from  the  environ- 
ment, he  regains  contacts  with  reality  by  phantasy;  the  en- 
vironment that  allegedly  influences  him  continues  to  grow 
until  finally  the  patient  believes  that  the  entire  world  is  in- 
volved.   Cosmic   identity   becomes    complete.    During    the 
process  of  regression  toward  the  infantile  level,  the  patient 
personifies  parts  of  his  body,  just  as  he  personifies  the  whole 
universe.  Cosmic  identification  is  physical  as  well  as  mental. 
The  sense  organs  participate  to  an  appreciable  degree.  The 
highly  personified   world   communicates   with   the   patient 
through  the  special  senses  and  thus  the  patient  is  said  to  have 
hallucinations  of  sight,  smell,  taste,  hearing,  and  touch. 
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Moreover,  as  regression  develops,  the  patient  lives  through 
in  a  highly  symbolic  way  the  various  experiences  or  mental 
trends  that  constitute  his  career.  Among  other  things,  he  loses 
his  sexuality,  that  is,  he  becomes  psychologically  castrated, 
as  a  consequence  of  which  he  achieves  an  effeminate  role.  This 
tendency  toward  effeminacy  (bisexuality)  had  never  been 
abandoned ;  it  is  observed  early  in  the  development  of  his 
dlness,  when  he  assigns  (projects  upon)  another  the  power  to 
hold  his  homoeroticism  in  abeyance.  The  first  persecutor  of 
the  patient  is  obviously  the  patient  himself  5  he  causes  his  own 
emasculation.  This  mental  mechanism  is  observed  in  the  very 
early  phase  of  the  development  of  the  paranoid  reaction. 

PROJECTION 

The  next  step  comprises  a  projection  of  the  castration  phan- 
tasy upon  a  person  like  himself.  Then  as  the  patient's  syn- 
drome progresses  toward  a  recapitulation  of  his  own  earlier 
years,  the  parental  image,  the  super-ego,  resumes  its  former 
castigating  influences,  until  the  patient  is  without  masculinity, 
a  phase  that  is  similar  to  the  condition  that  existed  when  he 
was  three  or  four  years  old.  By  this  time,  the  patient,  having 
developed  a  complete  identification  with  the  world,  with 
mother  nature,  is  prepared  to  assume  the  effeminate  role.  He 
is  mother  (nature).  As  one  patient  expressed  it:  "I  am  the 
whole  of  everything  j  I  am  the  trees,  the  earth,  the  grass,  the 
skies— everything.  I  give  birth  to  all  things.  Everything  comes 
from  me."  He  and  his  mother  are  one,  as  they  formerly  had 
been.  But,  he  has  acquired  far  more  than  his  mother's  qual- 
ities and  for  that  reason  she,  as  an  individual,  becomes  un- 
necessary to  him.  All  of  these  features  are  witnessed  in  the 
everyday  life  of  an  advanced  schizophrenic  patient.  First  he 
abandons  his  personal  reality,  then  the  impersonal  ;  this  leaves 
him  with  the  members  of  his  own  family-   during  further 
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regression  he  first  rids  himself  of  his  real  father  and  subse- 
quently of  the  mental  images  that  he  possesses  of  the  father. 
This  leaves  him  in  complete  and  sole  possession  of  his  mother, 
a  state  that  will  ultimately  be  erased  in  memory  as  well  as  in 
reality.  The  final  stage  is  represented  by  an  absolutely  single 
existence,  which  at  the  same  time  is  omnipotent,  ubiquitous, 
omniscient.  When  the  latter  stage  is  achieved,  as  Storch  has 
shown,  the  patient's  psyche  bears  a  remarkably  close  resem- 
blance to  that  observed  among  primitive  peoples.  It  appears 
that  the  patient  has  regressed  beyond  his  own  ontogeny  and 
has  fallen  back  upon  phylogeny. 

In  the  regressive  phenomena  of  the  paranoid  schizophrenic 
patient,  the  various  body  zones  participate  in  a  most  vivid 
manner.  We  have  already  indicated  the  several  attitudes  that 
the  patient  takes  toward  his  genitals.  He  is  equally  overt  in 
matters  pertaining  to  the  anal  and  oral  zones.  It  is  easy  to 
demonstrate  among  these  patients  the  intense  concentration 
of  emotions  and  ideas  in  the  anal  region.  The  patient  spon- 
taneously speaks  of  anal  function  and  bowel  contents  in  terms 
of  omnipotence.  He  personalizes  the  anal  zone  in  a  manner 
similar  to  the  personalization  of  other  parts  of  his  body  and 
of  the  environment.  In  no  clinical  syndrome  other  than  the 
schizophrenic  are  the  observations  of  Freud,  relative  to  the 
psychical  influences  of  body  zones,  so  vividly  and  spon- 
taneously expressed.  No  psychoanalysis  is  required  to  gain  an 
appreciation  of  the  importance  to  the  psyche  of  those  zones. 
Indeed,  it  is  usually  not  possible  to  communicate  directly 
with  the  patient  with  regard  to  ideational  or  emotional  content 
identified  with  the  zones.  To  be  convinced  of  the  validity  of 
these  observations,  the  psychiatrist  needs  merely  to  possess 
industry,  patience,  and  reportorial  enterprise.  The  psychi- 
atrist could  remain  mute  while  gathering  his  data. 
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The  same  type  of  frankness  and  vividness  is  not  observed  in 
other  clinical  syndromes.  Patients  with  manic-depressive  syn- 
dromes may  unwittingly  reveal  the  great  significance  of  the 
oral,  anal,  and  genital  zones,  but  information  spontaneously 
given  by  them  is  relatively  incomplete.  Psychoneurotic  pa- 
tients express  themselves  even  less  clearly  about  those  body 
areas.  This  does  not  mean  at  all  that  the  issues  are  less  im- 
portant to  them,  but  rather  that  the  psychoneurotic  individual 
expresses  his  interests  in  the  bodily  zones  in  a  highly  dis- 
guised manner,  for  instance,  as  qualities  of  his  personality. 

Psychiatrists  should  acquire  their  early  training  through 
studies  of  psychotic  syndromes.  A  minute  study  of  the  origin, 
development,  and  course  of  a  paranoid  schizophrenic  patient 
reveals  almost,  if  not  quite,  all  of  the  facts  that  have  thus  far 
been  incorporated  in  the  field  of  psychopathology.  To  be 
sure,  the  study  is  often  largely  academic ;  it  cannot  help  the 
average  paranoid.  Because  physicians  are  primarily  interested 
in  treating  patients,  it  has  become  a  matter  of  expediency  to 
select  patients  amenable  to  therapy  j  yet  those  are  the  patients 
whose  symptomatology  is  so  highly  disguised  that  the  physi- 
cian unfamiliar  with  the  minutiae  of  psychopathology  or- 
dinarily fails  to  grasp  the  significance  of  the  symptoms  or 
symbols.  From  the  standpoint  of  training  and  learning,  the 
most  inappropriate  approach  to  psychopathology  is  by  way  of 
the  psychoneuroses.  The  statement  is  ventured  that  if  Freud 
had  introduced  his  formulations  through  the  medium  of  the 
psychoses,  it  would  have  taken  a  shorter  time  to  convince 
psychiatrists  of  the  validity  of  his  claims.  At  present,  there  is 
a  lack  of  conviction  on  the  part  of  those  not  psychiatrically 
trained.  The  reason  for  their  unfamiliarity  is  obvious,  and 
the  basis  for  their  skepticism  lies  in  great  measure  in  their 
unfamiliarity  with  the  facts  of  psychopathology. 


Psychoanalysis  7  3 

THE    EGO-IDEAL 

There  is  another  structure  of  the  psyche  that  compels  our 
attention.  It  begins  its  development  early  in  life  and  gradually 
acquires  more  and  more  importance  in  point  of  structure  and 
function.  It  is  the  psychical  capacity  that  enables  the  individual 
to  take  in  the  qualities  of  others  and  to  use  them  as  his  own. 
It  may  be  called  the  imitative  capacity.  We  have  already  re- 
viewed certain  facts  to  show  that,  when  the  imitative  capacity 
is  identified  with  the  parents,  the  psychical  structure  known 
as  the  super-ego  is  developed.  In  the  normal  individual,  the 
super-ego  and  its  functions  become  "second  nature,"  which 
is  but  another  way  of  saying  that  it  operates  from  the  uncon- 
scious level.  The  displacement  of  the  super-ego  into  the  un- 
conscious is  accomplished  very  gradually.  While  it  is  being 
done,  the  individual  starts  to  imitate  or  emulate  people  other 
than  his  parents.  He  eventually  acquires  parental  substitutes; 
the  boy  imitates  his  teachers  or  some  one  teacher  whom  he 
likes;  later  he  imitates  the  man  whose  career  or  profession  he 
admires.  When  he  gets  into  the  career  or  profession,  he  tries 
to  act  like  the  one  he  considers  superior.  The  emulative 
capacity  remains  fixed,  although  the  facts  that  enter  into  its 
final  appearance  vary  from  time  to  time. 

The  impulses  and  experiences  that  constitute  an  image  of 
what  or  of  whom  the  individual  would  like  to  be  is  called  the 
"ego-ideal."  It  serves  to  de-energize  the  super-ego;  the  indi- 
vidual's interests  or  emotions  are  gradually  withdrawn  in 
part  from  the  parents  (super-ego)  and  go  over  to  parental 
surrogates  (ego-ideal).  The  environment  slowly  assumes  the 
disciplines  that  were  formerly  invested  in  the  parents.  The 
environment  becomes  the  parents.  It  contains  new  fathers 
new  mothers,  new  brothers  and  sisters:  these  are  called 
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"imagos."  The  substitutes  may  bear  a  very  close  resemblance 
to  the  persons  replaced  by  them. 

TRANSFERENCE 

Some  people  are  always  children  to  their  environment. 
The  extremes  of  such  an  attitude  are  represented  in  a  variety 
of  ways.  The  adolescent  girl  who  marries  an  elderly  man 5 
the  young  man  who  marries  a  woman  15  or  20  years  his 
senior  5  the  individuals  of  the  same  age  who  live  in  sibship- 
like  marriage— these  and  a  host  of  other  examples  serve  to 
emphasize  what  a  close  similarity  there  may  be  between  the 
associates  of  one's  childhood  and  later  age.  But  there  is  a 
factor  more  important  than  age.  It  is  the  attitude  that  prevails 
among  people,  even  of  the  same  age.  The  attitude  of  the 
individual  toward  himself  is  of  great  importance  in  under- 
standing and  treating  him.  We  have  already  indicated  that 
his  attitude  may  be  infantile,  puerile,  adolescent,  or  adult.  But 
there  is  another  aspect  that  is  equally  significant:  this  is  the 
attitude  that  the  patient  projects  upon  the  environment.  He 
sees  the  environment  as  he  wishes  to  see  it,  not  as  it  actually 
is.  He  tries,  unwittingly  to  be  sure,  to  make  people  act  toward 
him  as  he  wishes  them  to  act.  Psychiatrists  often  observe  this 
condition  in  vivid  form.  To  a  schizophrenic  patient  his  mother 
may  not  be  the  mother  in  any  way;  he  may  see  her  only  as  a 
wife.  As  his  wife,  he  does  not  see  in  her  all  the  facts  that  have 
made  her  a  mother  to  him.  This  is  a  very  common  mental 
mechanism,  as  frequently  observed  among  psychoneurotic  as 
among  psychotic  patients,  the  difference  lying  in  the  manner 
of  expressing  the  attitude,  rather  than  in  the  attitude  itself. 

Instance  after  instance  may  be  cited  to  show  that  psychi- 
atric patients  see  persons  in  their  environment  as  they  wish  to 
see  them,  not  as  they  actually  are.  A  young  psychoneurotic 
individual  passed  through  several  years  of  courtship  and  mar- 
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riage,  unwittingly  ascribing  to  his  spouse  all  the  attributes  of 
his  own  mother.  The  wife  was  a  wife  in  name  only;  the  word 
wife  was  but  a  legal  term  to  him;  he  described  his  wife  and 
all  of  her  activities  in  the  identical  terms  used  to  describe  his 
mother.  He  carried  the  image  of  his  mother  directly  over 
into  marriage.  His  wife  was  to  him  a  clear  mother-imago. 
Another  way  of  saying  the  same  thing  is  to  say  that  the  female 
ego-ideal  (the  wife)  and  the  female  super-ego  (the  mother) 
were  identical.  He  did  not  know  this,  of  course,  until  he  was 
under  psychoanalysis.   His  unconscious  "knew"   it,  because 
whenever  he  attempted  to  act  toward  his  wife  as  a  wife  he 
developed  severe  conflicts.  The  unconscious  reacted  to  sexual 
attempts  as  the  equivalent  of  incest  and  produced  impotence. 
His  symptomatology  consisted  of  a  series  of  compulsive  ideas 
and  acts  that  aimed  toward  the  death  of  the  wife.  He  became 
absolutely  free  from  symptoms  on  one  occasion  when  his 
wife  nearly  died  as  a  result  of  pneumonia. 

The  patient  transferred  the  mental  image  of  his  mother  to 
his  (legal)  wife.  This  type  of  transference  is  remarkably 
common  among  psychiatric  patients,  and  it  is  not  unusual 
among  well-adjusted  individuals.  Psychoanalysts  use  this 
facile  transference  as  one  of  the  most  important  means  of 
therapy.  It  is  difficult  for  a  normal  person  to  understand  that 
a  patient  is  able  to  see  in  another  exactly  what  he  wants  to  see. 
That  facility  was  abandoned  in  the  childhood  of  the  normal 
person,  although  it  was  normal  in  early  childhood.  There  is 
a  phase  in  infancy  in  which  the  child  regards  all  men  as 
"daddy"  and  all  women  as  "mama."  In  many  individuals 
the  expressions,  and  often  the  ideas  and  feelings,  are  retained 

a  lifetime. 

The  phase  of  development  involved  in  the  construction  of 
what  Freud  calls  the  ego-ideal  is  one  of  the  central  themes 
also  in  the  psychobiology  of  Meyer.  It  has  to  do  with  the 
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outward  growth  of  individuals  toward  others  in  the  environ- 
ment. It  includes  life  factors  that  have  been  extensively  de- 
scribed by  Meyer  and  by  Freud.  Meyer  recognized  its  tre- 
mendous value  in  the  life  history  of  psychotic  patients,  and 
was  largely  responsible  for  creating  environmental  situations 
that  serve  to  enable  the  individual  to  transfer  his  feelings  and 
interests  to  people  and  to  things.  Meyer's  approach  was 
empirical.  The  development  of  psychiatric  nursing,  occupa- 
tional therapy,  and  psychiatric  social  service  is  a  direct  reflec- 
tion of  the  need  for  the  externalization  and  socialization  of 
energies  that  might  otherwise  remain  fixed  within  the  patient. 
Meyer  recommends  changing  the  environment :  he  encourages 
the  construction  of  special  environments,  manned  by  a  psy- 
chiatrically  trained  personnel,  all  of  which  aim  to  help  the 
patient  develop  natural  adult  interests  and  reactions.  The 
method  has  proved  to  be  of  much  merit  and  has  been  used 
extensively  among  psychotic  patients.  It  often  leads  to  the 
spontaneous  withdrawal  of  the  emotions  from  earlier  habit 
patterns.  The  emotions  of  the  patient  must  be  labile  for  the 
method  to  be  effective  y  and  they  must  be  susceptible  to  ob- 
jectivation.  When  all  the  anamnestic  facts  are  gathered,  the 
psychobiologist  starts  to  treat  the  patient  from  an  environ- 
mental standpoint. 

The  psychoanalyst,  on  the  other  hand,  does  not  get  his  clues 
for  treatment  from  an  anamnesis.  The  nature  of  his  thera- 
peutic approach  does  not  include  a  formal  history.  Per- 
haps the  principal  reason  for  this  is  that  psychoanalysts 
practice  chiefly  among  psychoneurotic  patients,  who  are  to  a 
greater  or  lesser  extent  environmentally  adjusted.  The  aver- 
age psychoneurotic  patient  does  not  require  psychiatric  nurs- 
ing, or  occupational  and  recreational  therapy,  or  the  advan- 
tages of  psychiatric  social  service  influences.  With  an  apology 
to  statistical  accuracy,  it  might  be  stated  that  the  normal 
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individual  is  adjusted  to  90  percent  of  his  adult  environment, 
the  psychoneurotic  to  50  percent  and  the  psychotic  to  10  per- 
cent. The  psychoneurotic  patient  is  able  to  remain  in  his 
environment  j  there  is  no  essential  need  for  setting  up  a  special 
one  for  him.  The  psychoanalyst  feels  that,  when  the  patient 
has  a  good  environmental  start,  it  is  desirable  to  free  him 
from  the  emotions  fixed  in  his  unconscious,  so  that  those  emo- 
tions may  join  the  interests  already  inherent  in  the  environ- 
ment. The  psychoanalyst,  therefore,  begins  his  therapy  with 
an  appraisal  of  the  content  of  consciousness  and  works  his  way 
gradually  into  the  contents  of  the  unconscious.  The  psycho- 
analyst is  interested,  very  much  interested,  in  the  actualities 
that  go  to  make  up  the  life  of  the  patient.  Indeed,  a  great 
share  of  our  knowledge  of  the  meaning  of  the  environment 
to  the  individual  is  derived  from  the  school  of  psychoanalysis. 
Psychoanalysts  treat  the  mental  images  of  the  environment 
as  they  appear  in  the  psyche  of  the  patient,  whereas  psycho- 
biologists  treat  both  the  environment  and  the  images,  princi- 
pally the  former.  Each  of  these  approaches  is  valuable  5 
whether  the  psychiatrist  employs  the  one  or  the  other  should 
be  determined  by  the  facts  concerning  the  individual  to  be 
treated.  Many  psychiatrists  believe  that  there  are  certain  types 
of  patients  who  profit  best  by  what  is  called  psychoanalytic 
psychiatry.  This  is,  perhaps,  not  a  good  term  to  use,  but  its 
implications  are  meritorious.  Psychoanalytic  psychiatry  em- 
bodies treatment  procedures  derived  in  part  from  psycho- 
analysis and  in  part  from  psychobiology.  The  exact  propor- 
tions of  each  are  decided  by  the  needs  and  progress  of  the 
patient  under  treatment. 

We  have  previously  mentioned  that  the  mental  attribute 
known  as  transference  is  one  of  the  most  valuable  assets  in 
psychotherapy.  Emotions  are  constantly  undergoing  trans- 
ference from  one  set  of  conditions  to  another.  In  infancy  they 
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transfer  from  the  soma  to  the  psyche ;  during  the  subsequent 
years  they  transfer  from  the  psyche  to  the  environment.  Of 
course,  a  certain  proportion  of  the  emotions  always  remains 
at  the  earlier  levels.  When  a  patient  is  under  treatment  by 
psychoanalysis,  the  emotions  are  externalized  upon  the  psy- 
choanalyst, particularly  those  emotions  that  the  patient  was 
for  one  reason  or  another  unable  to  express  in  their  original 
form  upon  other  people.  In  the  beginning  of  an  analysis,  the 
emotions  are  expressed  through  the  medium  of  the  symbols 
or  symptoms  that  constitute  his  clinical  syndrome ;  very 
gradually,  as  the  analysis  progresses,  the  underlying  meaning 
of  the  symbols  is  reached.  This  is  ordinarily  accomplished 
with  great  care  by  the  patient ;  he  uncovers  the  underlying 
meaning  bit  by  bit,  never  en  masse.  The  uncovering  process 
involves  the  peeling  off,  so  to  speak,  of  a  number  of  layers  of 
the  psyche.  A  single  symbol  or  symptom  is,  perhaps,  never 
the  result  of  a  single  subjacent  fact  or  set  of  allied  facts,  but 
is  the  resultant  of  psychical  activities  belonging  to  allied 
layers.  The  psyche  is  stratified,  as  one  might  say,  not  meaning 
thereby  that  it  is  made  up  of  independent  layers,  but  layers 
that  often  shade  imperceptibly  into  layers  adjacent  to  them. 

During  the  formal  sessions  of  treatment  in  psychoanalysis, 
the  patient  is  enabled  to  transfer  his  feelings  upon  the  psy- 
choanalyst. It  is  a  very  special  and  unique  setting  5  as  the 
patient  lives  through  the  great  number  of  experiences  that 
have  gone  into  the  make-up  of  his  psyche,  he  is  to  discuss 
them  with  a  single  individual.  The  latter  will  have  to  serve 
as  the  recipient  of  all  the  likes  and  dislikes  that  have  been  in 
the  mind  of  the  patient  since  the  age  of  four  or  five  years. 
During  the  early  part  of  the  analysis,  the  psychoanalyst  re- 
tains his  own  identity,  that  is,  the  patient  will  recognize  the 
physician  as  a  physician.  But  when  the  patient  begins  to  make 
a  survey  of  mental  material  which  had  previously  been  dis- 
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agreeable  to  him  and  which  for  that  reason  had  been  respon- 
sible for  the  development  of  resistances,  to  some  extent  he 
begins  emotionally  to  lose  sight  of  the  fact  that  the  physician 
is  a  physician ;  the  latter  is  made  by  the  patient  to  assume  the 
role  of  the  real  individual  against  whom  the  disagreeable 
mental  content  was  originally  aimed.  The  physician  is  made 
to  become  what  the  patient  wishes  him  to  be.  This  is  exactly 
what  the  patient  has  been  doing  for  years,  making  people 
what  he  thought  or  wished  them  to  be.  Now,  however,  the 
setting  is  the  office  of  a  physician ;  it  is  not  in  ordinary  reality ; 
moreover,  the  physician  is  there  to  treat,  to  help.  The  physi- 
cian cannot,  under  the  circumstances,  actively  and  personally 
respond  to  the  patient's  varied  interests.  Furthermore,  the 
physician  is  an  employee  whom  the  patient  hires ;  it  is  really 
for  the  patient  to  decide  how  long  he  shall  engage  the  services 
of  the  physician  and  what  the  nature  of  the  work  is  going  to 
be.  The  patient  is  in  the  peculiar  position  of  superiority ;  this 
he  continues  to  maintain  throughout  the  analysis  in  spite  of 
the  fact  that  he  must  become  progressively  inferior  to  him- 
self as  he  uncovers  the  emotions  and  experiences  of  his  past 
life.  The  superiority  of  the  patient  is  tempered,  however,  by 
his  recognition  of  the  fact  that  the  physician  is  really  the 

leader. 

The  analysis  progresses  from  material  recently  acquired  to 
material  that  is  more  and  more  remote.  As  each  constellation 
of  ideas  is  relived  by  the  patient,  the  physician  is  looked  upon 
as  the  person  toward  whom  the  ideas  were  originally  directed. 
At  times  the  physician  must  therefore  be  to  the  patient  a 
homoerotic  image ;  at  other  times  a  heteroerotic  image ;  at 
still  other  times  the  father  or  the  mother  image;  in  short,  he 
takes  the  place  of  each  individual  who  has  been  emotionally 
important  to  the  patient.  The  transference,  as  can  thus  be 
seen,  represents  a  release  of  emotions  from  the  mental  images 
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to  the  images  as  they  are  imposed  upon  the  physician.  The 
problem  for  the  physician  is  to  help  the  patient  gain  insight 
into  the  relationship  that  exists  between  himself  as  an  imago 
and  the  original  individual  for  whom  the  patient's  emotions 
were  intended.  This  is  not  done  by  so-called  interpretative 
analysis.  It  is  best  accomplished  by  having  the  patient  review, 
perhaps  several  times,  the  entire  material  he  is  releasing.  If 
he  gains  real  insight  spontaneously,  the  results  are  gratifying. 
Sometimes  it  is  necessary  to  help  the  patient  see  the  meaning 
of  the  facts,  but  the  analyst  should  not  go  beyond  the  obvious, 
overt  meaning  that  any  intelligent  individual  might  grasp. 
Facts  are  facts ;  they  are  not  the  exclusive  property  of  the 
physician,  and  their  real  (not  symbolic)  significance  can  be 
given  in  ordinary,  everyday  terms.  It  is  difficult  enough  to 
encourage  the  patient  to  see  the  obvious ;  his  psychical  blind- 
ness is  one  of  the  reasons  for  the  development  of  his  illness. 
How  far  more  difficult,  in  fact  impossible,  is  it  for  him  to 
see  a  hidden  meaning,  when  all  the  facts  that  lead  to  the 
hidden  meaning  are  unclear  or  unknown  to  him.  The  psycho- 
analyst ordinarily  overprotects  against  such  an  eventuality, 
for  he  waits  until  there  is  a  wealth  of  material  on  a  particular 
topic  before  he  suggests  that  its  meaning  might  be  looked  into. 
By  that  time  the  patient  himself  is  usually  able  to  provide 
the  meaning. 

RATIONALIZATION 

The  question  of  "repression"  in  a  psychoanalytic  sense  gen- 
erally refers  to  the  act  of  driving  conscious  material  from  the 
sphere  of  consciousness  into  that  of  the  unconscious.  The  term 
repression  also  includes  an  active  and  continuous  vigilance 
over  the  content  of  the  unconscious.  It  is  often  incorrectly 
assumed  that  the  unconscious  holds  all  the  undesirable  mate- 
rial except  that  which  gets  through  in  disguise,  and  that  the 
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conscious  confines  the  desirable  material.  Such  an  impression 
is  not  in  accordance  with  the  facts.  The  conscious  sphere  con- 
tains a  wealth  of  material,  original  in  nature,  undisguised, 
unsymbolized.  It  is  recognized  by  others  as  being  undesir- 
able, but  the  possessor  is  satisfied  with  it}  he  rationalizes  it; 
he  justifies  its  use.  This  material,  harmful  to  others  but  agree- 
able to  the  possessor,  may  take  various  forms.  It  may  appear 
in  personality  traits,  for  example,  in  vigorous  antagonisms 
against  people,  when  the  occasion  and  circumstances  fail  to 
warrant  such  attitudes  3  it  may  appear  in  pettishness  and  in- 
tolerance, or  their  opposites,  inordinate   magnanimity  and 
obsequiousness;  in  biting  sarcasm;  in  bitter  adherence  to  doc- 
trines inimical  to  the  majority  of  others.  The  traits  are  anti- 
social in  a  verbal  way.  They  may  be  antisocial  in  a  physical 
way,  in  robbery,  murder,  and  a  variety  of  other  criminal  acts. 
For  libel  (verbal  assault)  or  for  murder  (physical  assault), 
some  aspect  of  the  law  may  be  found  to  stand  vigorously  on 
the  side  of  the  culprit  in  the  justification  or  rationalization 
of  his  act.  An  individual  whose  conduct  is  denounced  by  one 
element  of  society  can  always  engage  the  services  of  another 
social  group  to  show  that  his  conduct  is  not  at  all  unreason- 
able; that  it  is,  in  fact,  desirable.  In  other  words,  conscious- 
ness possesses  a  richness  of  material,  disagreeable  to  others, 
that  does  not  give  rise  to  intrapsychic  conflict;  indeed,  it  leads 
to  intropsychic  harmony,  though  others  may  refer  to  it  as 
smugness,  braggadocio,  incivility,  or  flaunting  disrespect.  If  a 
patient  exhibits  only  character  anomalies  such  as  these,  it  is 
said  that  he  has  a  "character  neurosis."  In  general,  the  psy- 
choanalysis of  psychoneurotic  individuals  includes  to  a  very 
large  extent  the  treatment  of  the  character  neurosis.  This  is 
definitely  in  the  field  of  consciousness  and  it  is  not  in  conflict 
with  the  ego.  The  point  is  especially  emphasized  here  because 
the  student,  to  whom  psychoanalysis  is  relatively  new,  often 
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feels  that  the  basic  material  with  which  he  has  to  deal  is  out 
of  sight,  deeply  buried  in  the  unconscious  and  foreign  to  the 
elements  of  consciousness.  He  should  know  that  there  is  a 
vast  quantity  of  material  easily  available  for  review  and 
analysis  j  in  fact,  in  a  complete  and  successful  analysis  it  is 
often  the  first  material  that  is  offered  by  the  patient.  Too 
frequently  the  beginner  overlooks  it  almost  in  its  entirety. 

PSYCHOPATHOLOGY  OF   HYPOCHONDRIASIS 

When  the  patient's  symptoms  are  directed  toward  his  own 
body,  the  outlook  may  or  may  not  be  favorable.  When  per- 
sonality conflicts  are  expressed  as  bodily  symptoms  (com- 
plaints relating  to  alleged  disorders  of  the  alimentary,  neu- 
rological, cardiac,  pulmonary,  muscular,  dermal  systems),  the 
expression  "hypochondriasis"  is  used.  Hypochondriasis  is  a 
very  common  phenomenon  and  often  means  that  a  mental 
conflict  may  gain  release  from  the  psychic  sphere  by  localiz- 
ing itself  upon  some  organ  of  the  body.  It  is  recognized  that 
individuals  may  transplant,  so  to  speak,  entire  mental  con- 
flicts upon  an  organic  system.  The  body  may  be  regarded  by 
the  patient  as  a  part  of  his  mental  environment,  an  attitude 
clearly  expressed  in  young  children  and  in  people  of  primitive 
races.  Hypochondriasis  involves  the  principle  of  projection, 
in  the  sense  that  mental  conflicts  are  projected  upon  somatic 
areas  just  as  they  may  be  projected  upon  environmental  ob- 
jects. The  conflict  returns  from  the  soma  to  the  psyche  or 
mental  sphere,  and,  to  the  patient,  the  conflict  then  appears 
to  be  between  the  soma  and  the  psyche  j  that  is,  he  does  not 
realize  that  his  conflict  is  intrapsychic.  In  the  earlier  stages  of 
hypochondriasis,  the  patient  often  recognizes  more  or  less 
clearly  what  has  taken  place ;  frequently,  those  who  know  him 
best  are  aware  of  that  mental  mechanism  long  before  its  dis- 
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covery  by  the  physician,  even  though  the  latter  has  studied 
the  patient  over  a  long  period  of  time. 

Hypochondriasis  may  be  understood  in  part  at  least  as  a 
manifestation  of  a  distorted  use  of  bodily  energy.  Psychiatrists 
lay  a  great  deal  of  stress  upon  the  quantity  and  distribution 
of  bodily  energy.  Energy  is  one  of  the  properties  of  the  body. 
This  statement  should  be  in  heavy  italics  and  underscored 
many  times.  At  birth,  energy  is  distributed  over  the  soma; 
a  disproportionately  large  part  of  it  is  absorbed  by  certain 
bodily  systems  for  a  considerable  period  of  time.  In  early 
infancy,  for  example,  the  alimentary,  cardiovascular-renal, 
and  pulmonary  systems  are  heavily  invested  with  energy, 
whereas  the  muscular,  osseous,  neurological,  and  mental  sys- 
tems are  relatively  un-energized.  In  his  earliest  years  man  is 
pre-eminently  organic— organic  in  a  vegetative  sense.   His 
energies  are  largely  devoted  to  what  are  called  the  physi- 
ological structures  and  functions.  A  large  sphere  of  the  total 
energy  with  which  the  individual  is  endowed  continues  for  a 
lifetime  in  these  somatic  spheres.  It  cannot  be  overemphasized 
that  the  concentration  of  energy  in  the  vegetative  apparatus 
is  not  only  great,  but  long-continued.  It  makes  vivid  imprints 
upon  the  personality. 

Normally,  as  the  child  grows,  the  original  quantum  of 
energy  is  distributed  over  developing  structures  and  func- 
tions. For  example,  part  of  the  energy  must  go  over  into  the 
service  of  the  endocrinal,  neuromuscular,  and  psychic  sys- 
tems. Finally,  a  certain  share  of  the  energy  must  be  given 
over  to  the  environment.  It  may  be  said  that  bodily  energy 
follows  specific,  well-defined  channels.  It  is  conceivable,  as  a 
practical,  working  hypothesis,  that  one  or  more  of  three  con- 
ditions may  prevent  the  highest  development  of  integration. 
First,  there  may  be  an  inadequate  supply  of  energy  from  the 
beginning.  Secondly,  structures  to  which  energy  should  flow 
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may  be  relatively  undeveloped  (the  hypoevolutism  of  the 
endocrines  is  an  example),  or  they  may  be  injured,  so  that 
the  function  of  the  structures  may  be  insufficient  for  adult 
needs.  An  organ  cannot  function  without  energy.  Thirdly, 
both  structure  and  energy  may  be  inadequate  for  healthy 
growth  toward  maturity.  It  is  possible  that  the  total  amount 
of  energy  available  may  be  sufficient  only  for  a  healthy  per- 
petuation of  the  activities  of  the  vegetative  apparatus.  This 
means  that  structures  standing  between  the  vegetative  system 
and  the  environment,  namely,  the  neurological,  muscular, 
osseous,  dermal,  etc.,  are  inadequately  energized.  If  this  fail- 
ure in  energization  appears  in  early  life,  it  may  be  responsible 
for  insufficient  growth  in  structure.  This  point  of  view  is  not 
entirely  hypothetical,  for  sufficient  data  to  support  it  has  al- 
ready been  supplied  by  the  school  of  constitutional  anomaly 
and  pathology. 

The  human  being  possesses  energy.  When  energy  is  ex- 
pressed through  the  soma  it  is  called  somatic  energy  j  when 
it  is  expressed  through  the  psyche  it  is  called  psychic  energy 
or  libido.  As  the  psyche  gradually  develops,  it,  too,  must  have 
energy  gradually  given  over  to  it.  It  is  believed  that  the 
soma  has  to  make  this  contribution  to  the  psyche.  Since  the 
psyche  as  we  understand  it  today  is  made  up  principally  of 
thoughts  or  ideas,  we  say  that  thoughts  are  energized  or 
libidinized.  Psychiatrists  come  to  understand,  therefore,  that 
a  valuable  acquisition  to  their  fund  of  knowledge  is  to  know 
reasonably  well  the  proportion  of  energy  ordinarily  expressed 
by  the  patient  through  the  somatic  and  psychic  systems.  When 
this  general  orientation  is  established,  the  psychiatrist  begins 
to  go  into  details.  He  may  find  that  the  vegetative  apparatus 
possesses  and  consumes  more  energy  than  the  projicient  sys- 
tem (Kempf)  •  and  that  within  the  vegetative  sphere,  certain 
organs  preponderate  in  point  of  energy  over  other  organs.  He 
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may  even  find  that  the  soma  of  the  patient  monopolizes  energy 
at  the  expense  of  the  psyche.  Certain  groups  of  individuals 
meet  the  requirements  of  good  living  by  the  utilization  of  the 
soma  almost  exclusively.  Not  a  few  professional  athletes  fall 
into  this  category.  On  the  other  hand,  it  is  not  difficult  to 
recognize  certain  groups  of  individuals  whose  energies  are 
concentrated  in  the  psychic  sphere.  Their  energies  may  re- 
main here,  or  they  may  go  elsewhere.  They  may  go  to  the 
environment  or  to  the  soma  of  the  individual  himself.  When 
psychic  energy  is  attached  to  an  abnormal  degree  to  the  soma, 
the  term  hypochondriasis  is  used. 

One  of  the  characteristics  of  the  hypochondriacal  individual 
is  the  shifting  of  somatic  energies  and  interests  from  their 
original  somatic  sources  to  vivid  mental  pictures  of  those 
sources.  The  energies  thus  are  redirected,  though  funda- 
mentally unchanged  as  to  object;  they  are  now  devoted  to  the 
psychical  representations  of  the  soma.  The  mental  pictures 
become  energized,  and  the  energy,  because  of  its  new  loca- 
tion, is  called  libido;  thoughts  or  images  of  the  soma  are 

libidinized. 

The  hypochondriacal  individual  is  somatically-minded  and, 
being  so,  he  can  meet  his  inner  (personal)  and  outer  (en- 
vironmental) needs  in  the  main  through  somatic  expressions. 
The  soma  is  his  forte,  and  he  attempts  to  make  adjustments 
on  the  basis  of  his  most  extensive  training.  His  major  en- 
vironmental contacts  are  somatically  colored.  He  may  gain 
gratification:  by  constant  consultation  with   physicians;    by 
capitalizing  his  somatic  interests  in  becoming  a  physician,  or 
health  instructor,  or  merchant  of  medicaments;  or  by  re- 
pressing the  somatic  issues  and  their  psychical  representations 
completely  and  adopting  an  opposite  attitude,  that  of  com- 
plete somatic  neglect.  Some  hypochondriacs  possess  both  atti- 
tudes (oversolicitude  and  neglect). 
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However,  such  an  individual  is  seldom  only  hypochon- 
driacal. A  certain  quantity  of  energy  has  gone  into  the  psyche 
to  serve  environmental  necessities  such  as  intellectual  pur- 
suits, careers  of  various  sorts,  and  contacts  with  other  people. 
He  meets  these  various  issues  with  his  personality  traits, 
which  are  derivatives  of  the  early  somatic  training.  No  matter 
what  his  career  may  be,  he  will  respond  to  it  in  accordance 
with  the  traits  inculcated  in  his  early  days.  If  he  be  prepon- 
derantly anal,  he  may  be  overscrupulous,  overclean,  over- 
meticulous.  Many  of  the  character  syndromes  (character 
neuroses)  may  be  the  resultants  of  over-  or  underfixation  of 
energy  with  respect  to  somatic  zones. 

The  mental  image  of  an  organ  functions  psychologically, 
whereas  the  real  organ  itself  responds  to  somatic  laws  (i.e., 
the  laws  of  evolution,  physiology,  etc.).  In  consequence  of  the 
adaptation  of  the  mental  picture  of  the  organ  to  the  laws  of 
the  psyche,  it  is  possible  for  the  mental  representation  of  the 
organ  to  act  as  an  object  for  the  solution  of  many  psychical 
conflicts  that  have  no  relationship  whatever  to  the  anatomy 
or  physiology  of  the  organ.  For  instance,  around  the  mental 
picture  of  his  gastrointestinal  tract,  the  patient  may  gather  a 
host  of  ideas.  He  may  displace  an  entire  homoerotic  trend  of 
interests  upon  his  mental  picture  of  the  gastrointestinal  tract. 
Sometimes  the  greater  part  of  an  Oedipus  conflict  may  be 
projected  upon  the  mental  picture  of  a  physical  apparatus 
(cardiac,  endocrine,  alimentary,  etc.).  In  other  instances  a 
conflict  arising  in  one  apparatus  (e.g.,  sex)  may  be  bodily 
projected  upon  another  (mentally  conceived)  apparatus.  It  is 
not  uncommon  for  the  gastrointestinal  tract  to  carry  the  bur- 
dens of  a  conflict  in  the  sexual  sphere.  The  mental  picture  of 
the  organ,  having  been  given  the  responsibility  of  carrying 
a  mental  conflict,  may  then  be  regarded  by  the  patient  (that 
is,  by  the  ego)  as  injurious  to  peaceful  mental  adjustment.  A 
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struggle  then  arises  between  the  ego  and  the  mental  picture 
of  the  organ  together  with  the  psychic  conflict  that  has  been 
engrafted  upon  it.  In  other  words,  the  ego  battles  against  a 
mental  conflict  that  has  all  the  appearance  to  the  patient  of 
being  a  struggle  with  a  diseased  physical  organ.  However 
severely  the  battle  may  rage,  the  ego  is  not  successful  in  re- 
moving the  alleged  organic  illness,  first  because  the  ego  does 
not  understand  the  scapegoat  role  assigned  to  the  mental  pic- 
ture, and,  principally,  because  the  mental  picture  of  the  organ 
constitutes  a  specious  way  by  which  the  conflict  may  gain 
external  expression. 

Some  years  ago,  psychiatrists  began  to  distinguish  between 
certain  hypochondriacal  manifestations.  There  seemed  to  be 
a  division  into  two  main  groups:  first,  those  patients  whose 
symptomatology  seemed  exclusively  of  a  hypochondriacal 
nature ;  second,  those  in  whom  hypochondriasis  formed  but 
one  obvious  set  of  symptoms  among  other  maladjustments. 
When  the  maladjustment  centers  upon  difficulties  in  the  geni- 
tal sphere  and  when  such  difficulties  are  converted  in  part  or 
in  whole   into   hypochondriacal   symptoms,   the   expression 
"conversion  hysteria"  is  employed.  This  diagnosis  is  retained 
when  the  patient's  symptomatology  as  a  whole  comes  under 
the  heading  of  the  psychoneuroses.  The  same  symptoms  may 
also  be  observed  in  psychotic  patients.  Often  it  may  not  be 
easy  to  establish  the  facts  that  distinguish  the  one  (psychotic) 
from  the  other   (psychoneurotic),  particularly  during  the 
early  development  of  the  syndromes.  The  conversion  phe- 
nomena may  be  amenable  to  therapy  in  both  instances  in  their 
early  phases,  but  as  the  patient  becomes  progressively  more 
psychotic  it  becomes  increasingly  difficult  to  treat  the  con- 
version symptoms.  This  is  probably  associated  with  the  fact 
that,  with  time,  the  psychotic  individual  may  express,  through 
the  same  somatic  channels,  more  deep-lying  trends  (oral,  anal) 
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than  the  genital.  In  other  words,  the  same  organs  (heart, 
stomach,  intestines,  etc.)  comprise  the  means  par  excellence 
by  which  the  patient  expresses  the  successive  manifestations 
attendant  upon  his  regression  to  earlier  levels  of  adaptation. 
The  psychoneurotic  individual  remains  more  or  less  fixed 
upon  the  genital  area.  The  psychotic  patient  gradually  aban- 
dons his  genitals  as  a  source  of  conflict,  as  he  approaches 
regression  to  an  early  infantile  level  or  to  a  level  comparable 
to  that  of  primitive  mentality.  The  whole  body  of  the  patient 
comes  to  be  regarded  by  him  as  a  part  of  the  environment; 
the  patient  in  this  stage  exhibits  the  many  phenomena  of 
primitive  thinking,  feeling,  and  acting,  which  have  been  so 
admirably  delineated  by  Storch.  When,  therefore,  mental  con- 
flicts with  respect  to  the  genital  zone  are  converted  into  symp- 
toms referable  to  other  parts  of  the  body,  and  when  the 
mental  conflicts  occur  in  a  psychoneurotic  patient,  there  is 
good  probability  that  the  symptoms  may  respond  favorably  to 
psychotherapy.  The  responses  are  also  salutary  in  the  early 
phases  of  the  psychoses,  when  regression  has  not  proceeded 
essentially  beyond  the  genital  area.  Diagnostic  classifications, 
however,  cannot  as  yet  be  rigidly  defined.  There  is  a  whole 
group  of  psychoneurotic  patients  with  symptoms  so  wide- 
spread and  fixed  that  the  patients  appear  to  resemble  psy- 
chotic patients  very  closely.  Likewise,  the  symptomatology 
in  certain  psychotic  patients  is  intimately  akin  to  that  ob- 
served in  the  psychoneuroses. 

When  a  hypochondriacal  phenomenon  is  amenable  to 
therapy,  the  first  step  in  treatment  comprises  a  complete  re- 
view with  the  patient  of  all  the  manifestations  of  the  hypo- 
chondriasis, a  review  that  covers  the  entire  course  of  the  diffi- 
culties. Such  complete  knowledge  is  absolutely  necessary; 
anything  less  may  cause  a  confusion  in  differentiating  psycho- 
logical from  physical  causes.  It  is  felt  that  a  purely  medical 
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examination  which  ends  with  the  knowledge  of  organic  physi- 
ology and  pathology,  leaves  out  a  vast  amount  of  important 
data  from  the  psychological  standpoint— data  that  often  give 
clarity  to  the  meaning  of  the  hypochondriasis.  When  the 
complete  review  is  made  directly  with  the  patient,  he  often 
spontaneously  recognizes  the  psychogenic  trend  of  the  hypo- 
chondriasis.   The   patient's    evaluation    is    not    infrequently 
superior  to  that  of  the  physician.  When  all  the  facts  are  assem- 
bled, it  does  not  require  formal  training  in  physical  or  psy- 
chological medicine  to  be  able  to  distinguish  the  principal 
factors  at  work.  The  greatest  requirements  are  time,  industry, 
and  desire.  It  is  permissible,  of  course,  to  assist  the  patient  in 
the  final  evaluation,  but  it  is  not  of  any  help  to  force  him  to 
accept  something  he  is  incapable  of  understanding. 

The  study  of  his  hypochondriacal  symptoms  with  the  pa- 
tient serves  to  put  the  symptoms  back  into  the  mental  sphere 
whence  they  arose.  The  mere  fact  that  the  patient  gains  insight 
into  the  displacement  of  the  symptoms  is  sufficient  to  cause 
the  movement  of  the  symptoms  back  to  the  psychological 
realm.  The  second  step  constitutes  an  analysis  of  the  symptoms 
from  the  psychological  point  of  view  and  that  is  most  suc- 
cessfully accomplished  by  a  psychoanalytic  approach. 

SELECTION    OF    PATIENTS    FOR    THERAPEUTIC 

PSYCHOANALYSIS 

As  a  therapeutic  agent,  psychoanalysis,  carried  out  in  a  full 
and  complete  manner,  may  be  expected  to  give  favorable  re- 
sults in  a  certain  proportion  of  patients.  A  statistical  analysis 
of  the  reports  available  comprises  a  separate  chapter  of  this 
book.  It  is  obvious  from  a  study  of  Chapter  V  that  research 
investigations  from  the  standpoint  of  therapy  lead  to  the 
impression  that  a  certain  proportion  of  psychiatric  patients 
gain  a  complete  remission  or  cure,  while  another  group  achieve 
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improvement  to  some  extent.  It  is  not  yet  possible  to  state 
with  certainty  which  particular  factors  make  the  application  of 
psychoanalysis  more  favorable  in  one  patient  than  in  an- 
other. There  are  several  practical  criteria  whose  influences 
may  be  better  understood  as  research  continues.  Some  of  those 
factors  are  described  in  the  following  paragraphs  ;  they  should 
not  be  considered  as  final,  but  rather  as  opinions  that  appear 
valid  from  the  standpoint  of  the  present  status  of  psycho- 
analysis as  a  therapeutic  procedure. 

The  age  of  the  patient  is  important.  The  present  technique 
of  formal  psychoanalysis  is  not  recognized  as  applicable  to 
patients  under  the  age  of  puberty  ;  moreover,  it  is  not  known 
to  be  beneficial  during  the  first  half  of  the  adolescent  period 
—from  puberty  up  to  about  the  age  of  sixteen  or  seventeen. 
From  the  information  thus  far  available  it  appears  that  the 
formal,  classical  technique  from  the  therapeutic  point  of  view 
gives  the  most  favorable  results  when  applied  to  individuals 
between  the  period  of  late  adolescence  and  the  climacterium 
(about  the  age  of  fifty). 

The  intellectual  status  of  the  patient  also  plays  a  part,  in 
that  the  patient  should  possess  at  least  average  intellectual 
capacities.  Patients  in  the  lower  grades  of  intelligence  are  un- 
suited  to  the  procedure ;  but  average  or  better  than  average 
intelligence  is  not  per  se  of  as  much  influence  as  might  be 
expected.  One  of  the  fundamental  purposes  of  psychoanalysis 
is  to  cause  the  release  of  the  emotions  from  earlier  levels  of 
attachment ;  the  mobility  of  the  emotions  may  be  facilitated 
or  impeded  by  the  intellectual  capacities. 

Certain  factors  in  the  type  of  clinical  syndrome  help  to  de- 
termine the  amenability  of  the  patient  to  psychoanalysis. 
Therapeutic  psychoanalysis  is  not  at  all  applicable  to  well- 
established  schizophrenic  syndromes  to  which  the  patient  has 
made  an  adjustment  and  into  which  he  possesses  no  insight. 
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It  is  not  applicable  in  manic-depressive  patients  during  their 
psychotic  phases,  although  favorable  results  have  been  re- 
ported among  those  treated  after  an  attack  has  passed.  As  a 
rule,  therapeutic  psychoanalysis  is  not  known  to  be  beneficial 
among  patients  whose  clinical  diagnosis  is  "psychopathic  per- 
sonality," particularly  when  a  psychosis  is  superimposed  upon 
that  type  of  personality.  The  group  of  psychopathic  person- 
alities includes,  however,  a  wide  variety  of  syndromes,  some 
of  which  are   favorably  responsive  to   psychoanalysis.   For 
example,  if  a  psychopathic  personality  is  in  general  well 
adjusted,  yet  is  bothered  by  some  single  form  of  disorder,  it 
is  probable  that  psychoanalysis  may  operate  favorably.  Such 
isolated  clinical  syndromes  as  exhibitionism,  morbid  peeping, 
homosexuality  (latent  or  overt),  certain  other  forms  of  sexual 
perversions,  and  also  lying,  stealing,  etc.,  may  respond  favor- 
ably to  psychoanalysis.  When  similar  clinical  syndromes  occur 
in  a  psychoneurotic  individual,  the  outlook  is  better.  Psycho- 
neurotic syndromes  occasioned  by,  or  associated  with,  physical 
invalidism  (particularly  physical  constitutional  inadequacies 
or  anomalies)  may  be  expected  to  be  relieved  or  cured  by 
psychoanalysis.  But  the  psychiatric' group  that  at  present  re- 
sponds most  favorably  is  the  uncomplicated  psychoneurotic. 
When,  however,  a  psychoneurosis  is  manifested  preponder- 
antly by  hypochondriasis,  the  outlook  is  proportionately  poor. 
The  wish  to  be  relieved  of  symptoms  helps  to  determine 
the  amenability  to  therapy.  The  wish  must  come  from  the 
emotional,  rather  than  from  the  intellectual,  sphere.  Some 
candidates   for  psychoanalysis   have  an   intense   intellectual 
desire  for  it,  but  they  are  just  as  intensely  resistive  emotion- 
ally. They  constitute  very  difficult  problems  for  the  psycho- 
analyst, who  may  not  be  able  to  decide,  until  the  patient  has 
been  under  an  analysis  for  a  relatively  long  time,  whether 
the  procedure  should  be  continued.  Experience  has  demon- 
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strated  that  some  individuals  intellectualize  the  material 
arising  during  psychotherapy.  The  individuals  who  do  so  can 
be  readily  identified  early  in  the  analysis,  although  the  be- 
ginner in  psychoanalysis  may  not  for  a  long  time  see  what  is 
really  going  on,  namely,  that  the  patient  is  merely  substitut- 
ing pseudopsychoanalytic  knowledge  for  his  clinical  syndrome. 
Energy  bound  to  the  neurotic  symptoms  may  shift  over  to 
the  academic  knowledge  involved  in  psychoanalysis.  To  ob- 
viate or  to  minimize  such  an  eventuality,  psychoanalysts 
generally  forbid  the  patient  to  acquire  psychoanalytic  knowl- 
edge during  the  analysis.  An  expert  psychoanalyst,  however, 
probably  experiences  little  more  difficulty  in  releasing  the 
emotions  from  psychoanalytic  knowledge  than  he  does  in 
releasing  them  from  any  other  branch  of  knowledge. 

The  fusion  of  experiences  and  their  original  emotions  is  a 
necessary  prerequisite  for  a  successful  analysis.  This  means 
that  during  the  analysis  the  patient  must  not  only  live  out 
the  experiences  in  all  their  various  forms  of  expression,  but 
that  he  must  also  live  out  the  appropriate  emotions  associated 
with  the  experiences.  The  psychoanalyst  must  watch  this  fac- 
tor very  acutely  at  all  times.  It  is  known  that  some  patients 
have  gone  through  a  very  lengthy  "analysis,"  with  a  more  or 
less  complete  review  of  all  the  available  material  from  the 
conscious  and  unconscious  spheres,  in  such  a  way,  however 
that  the  appropriate  emotions  were  very  infrequently  identi- 
fied with  the  experiences  or  ideas  with  which  they  were  origi- 
nally connected.  Such  an  analysis  is  not  known  to  have  much 
therapeutic  value. 

COMMENTS 

From  one  standpoint,  at  least,  it  is  fortunate  that  psychi- 
atrists were  busy  over  a  period  of  years  with  the  study  of  the 
description  of  clinical  syndromes.  Psychiatrists  are  now  fa- 
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miliar  with  what  is  called  descriptive  psychiatry ;  they  know 
to  a  fairly  reliable  degree  what  the  expected  course  and  symp- 
toms of  the  different  syndromes  may  be.  Full  information 
concerning  the  onset,  course,  duration,  and  outcome  is  in- 
valuable j  descriptive  psychiatry  is  absolutely  necessary  to  the 
final  evaluation  of  any  therapeutic  procedure.  Descriptive 
psychiatry  forms  one  of  the  most  reliable  controls  at  our 
disposal.  This  type  of  control  utilizes,  as  has  been  indicated, 
the  knowledge  gained  from  a  study  of  the  clinical  syndrome. 
As  a  syndrome  in  one  individual  is  compared  with  similar  syn- 
dromes in  a  large  number  of  individuals,  a  partial  guide  to 
course  and  outcome  may  be  developed.  Further,  if  a  thera- 
peutic procedure  is  introduced,  a  full  knowledge  of  descrip- 
tive psychiatry  is  of  great  assistance  in  helping  to  evaluate 
the  meaning  of  the  therapeutic  approach. 

With  respect  to  the  symptomatology,  course,  and  outcome 
of  those  clinical  disorders  recognized  as  psychoses,  abundant 
informative  data  have  already  been  acquired,  but  there  is  a 
relative  paucity  of  analogous  data  relating  to  the  several 
psychoneuroses.  There  is  even  less  agreement  among  psychi- 
atrists as  to  what  constitutes  a  psychoneurosis.  It  is  true  that 
the  general  differences  between  the  psychoses  and  the  psycho- 
neuroses  stand  out  vividly  when  the  syndromes  are  particu- 
larly well  defined.  But  there  is  still  a  big  gap  in  our  diagnostic 
classification,  a  gap  far  wider  in  the  psychoneuroses  than  in 
the  psychoses.  Moreover,  there  is  a  great  need  for  accurate 
diagnosis  of  almost  all  psychiatric  disorders  in  their  earliest 
manifestations.  The  trend  of  psychiatry  took  a  natural  course 
when  it  started  with  a  description  of  the  most  advanced  forms 
of  clinical  syndromes.  Differential  diagnosis  was  first  made 
by  comparing  the  late  forms  of  one  disorder  with  those  of 
other  disorders.  There  then  followed  descriptions  of  clinical 
syndromes  in  earlier  phases  of  the  illnesses.  At  the  present 
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time,  psychiatrists  have  established  a  diagnostic  classification 
of  psychiatric  syndromes  in  the  middle  course  of  the  syn- 
dromes, but  adequate  descriptions  of  the  early  symptomatol- 
ogy are  often  lacking. 

As  psychoanalysis  advanced,  psychoanalytic  psychiatrists 
began  to  think  of  patients  in  terms  of  the  unconscious,  with 
the  result  that  efforts  were  made  to  establish  a  diagnostic 
classification  of  the  psychoneuroses  in  accord  with  what  was 
considered  an  etiological  basis.  To  do  this,  psychiatrists  obvi- 
ously had  to  refer  to  the  sphere  of  the  unconscious.  It  appears, 
however,  that  psychoanalytic  knowledge  is  not  yet  sufficiently 
clear  to  warrant  classification  on  that  basis.  New  information 
relative  to  the  psychoneuroses  is  in  the  process  of  collection, 
but  it  has  not  yet  been  classified  from  a  diagnostic  point  of 


view. 


The  relative  inattention  to  clinical  diagnosis  has  had  many 
salutary  effects.  It  has  served  to  promote  the  interests  of 
therapeusisj  in  fact,  it  has  challenged  the  psychiatrist  as  a 
therapeutist,  not  as  a  diagnostician.  It  is  a  well-established 
truth  that  psychoanalysis  is  the  outgrowth  of  a  therapeutic 
ambition  j  that  aspect  of  it  has  drawn  a  large  number  of  physi- 
cians to  it.  Freud  feels  that  psychoanalysis  is  therapeutically 
frima  inter  fares  and  his  confreres  support  him  in  that  opin- 
ion. Whether  or  not  the  opinion  is  justified  by  facts  is  one  of 
the  questions  raised  for  discussion  here. 

The  relative  inattention  given  to  clinical  diagnosis  in  the 
psychoneuroses  also  lends  itself  to  certain  important  inade- 
quacies. Perhaps  the  most  outstanding  of  these  is  the  absence 
of  control  data.  Without  knowledge  of  the  onset,  symptoma- 
tology, course,  and  outcome  of  the  psychoneurotic  reaction- 
types  as  a  whole,  any  evaluation  of  a  method  of  therapy  must 
necessarily  be  insufficient.  It  is  known,  for  instance,  that  among 
the  psychoses  a  very  large  percentage  of  patients  with  a  manic- 
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depressive  syndrome  will  gain  a  complete  remission  of  symp- 
toms. It,  therefore,  places  a  difficult  responsibility  upon  the 
perspicacity  of  the  psychiatrist  to  determine  what  inferences, 
if  any,  may  be  drawn  from  a  given  therapeutic  method.  If 
the  facts  of  descriptive  psychiatry  were  not  known,  it  would 
be  decidedly  easy  to  fall  into  the  error  of  attributing  the  re- 
sults to  the  therapeutic  regime ;  or,  it  would  not  be  possible  to 
state  with  any  degree  of  security  what  bearing  the  therapeusis 
might  have  had.  One  reason  why  psychiatrists  look  favorably 
upon  the  malarial  treatment  for  general  paralysis  is  the  greatly 
increased  percentage  of  patients  who  gain  a  remission  under 
that  form  of  treatment  over  those  who  do  not  receive  it. 
Unless  it  had  been  known  that  about  5  percent  of  untreated 
patients  achieved  a  stage  of  remission,  the  relative  efficiency 
of  malarial  therapy  could  not  have  been  gauged.  It  seems 
reasonable  that  similar  methods  of  evaluation  should  be  ap- 
plied to  the  different  forms  of  psychoneuroses. 

Psychiatrists  are  not  in  possession  of  reliable  data  on  the 
psychoneuroses  from  the  standpoint  of  descriptive  psychiatry. 
One  is  unable  to  judge  the  so-termed  spontaneous  course  that 
a  psychoneurotic  syndrome  might  be  expected  to  run.  Indi- 
vidual instances  may  be  cited  to  show  that  a  wide  variety  of 
conditions  exist,  but  there  are  no  statistical  arrangements, 
made  up  of  a  large  series  of  psychoneurotic  syndromes,  that 
lead  to  reasonable  certainty  of  clinical  outcome  in  untreated 
patients.  Before  any  attempt  is  made  to  cite  the  results  of 
therapy,  there  are  certain  fundamental  facts  that  should  be 

acquired. 

There  should  be  reasonable  agreement  among  psychiatrists 
as  to  diagnosis.  At  the  present  time,  there  is  no  diagnostic 
classification  of  psychoneuroses  that  has  been  in  wide  usage 
for  a  sufficient  period  of  time  to  insure  general  validity.  This 
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fact  makes  it  particularly  difficult  to  estimate  the  probable 
influence  of  therapeutic  measures  in  a  large  series  of  patients. 

There  are  no  statistical  tables  to  give  a  clue  as  to  what  might 
be  anticipated  in  different  psychoneurotic  syndromes  left  un- 
treated. The  course  of  psychoneurotic  syndromes  is  not  estate 
[,  lished.  This  holds  true  from  the  standpoint  of  descriptive, 

as  well  as  from  that  of  interpretative,  psychiatry. 

In  his  Practical  Aspects  of  Psychoanalysis  (1936),  Kubie 
asks  "for  patience  and  caution  in  judging  either  the  progress 
or  the  outcome  of  a  psychoanalytic  treatment.  The  justifica- 
tion for  such  a  plea  is  the  fact  that  in  no  other  field  of  medicine 
is  it  so  difficult  for  an  outsider  to  know  the  essential  data, 
without  which  no  judgment  can  be  valid."  This  seems  to  be 
equivalent  to  saying  that  the  results  of  treatment  can  only 
be  valued  by  those  who  possess  all  the  facts  relating  to  the 
technique.  It  is  not  so.  The  results  of  any  complicated  surgical 
operation  may  be  measured  without  any  knowledge  what- 
soever of  the  technical  details  of  the  operation.  Any  outsider 
may  know  the  outcome  of  diphtheria  following  treatment, 
yet  have  no  familiarity  with  antidiphtheritic  remedies.  Judg- 
ment of  clinical  results  is  based  upon  examination  of  the  pa- 
tient's clinical  condition,  not  upon  the  technique.  When,  for 
instance,  a  patient  who  had  had  phobias  for  years  before 
treatment,  has  no  phobias  following  treatment,  it  may  be 
obvious  to  anyone  that  the  patient  has  no  phobias.  That  is  the 
simple  way  of  stating  results.  What  gave  rise  to  the  results  is 
another  and  a  quite  different  issue. 

Kubie  claims  that  the  outsider  cannot  form  good  judgment 
of  results  because  the  outsider  does  not  know  what  the  normal 
outcome  of  such  a  condition  would  be  if  the  patient  were  not 
treated.  Competent  opinion,  he  adds,  is  possible  only  to  those 
who  know  what  happens  in  untreated  patients.  Since  that  is 
true,  and  also  since  nobody  knows  just  what  does  occur  in 
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untreated  patients,  we  are  not  in  a  position  to  express  compe- 
tent opinion  other  than  to  describe  what  symptoms  the  patient 
may  have.  We  may  not  know  the  causes  of  results,  but  it  is 
not  a  difficult  matter  to  define  the  results.  I  cannot  feel,  as 
Kubie  does,  that  only  a  psychoanalyst  can  evaluate  the  results 
of  his  treatment.  The  patient  himself  is  often  the  best  quali- 
fied judge,  for  he  knows  and  feels  the  presence  of  symptoms, 
particularly  of  subjective  symptoms.  Then  there  are  others, 
medical  and  non-medical  persons,  upon  whom  physicians  rely 
to  provide  information  that  helps  in  final  evaluation. 

A  patient  is  entitled  to  know  what  we  know  about  the  re- 
sults that  follow  any  remedy.  We  should  put  all  available 
data  before  him.  If  we  know  what  may  be  expected  to  happen 
to  his  illness  if  he  does  not  have  any  kind  of  treatment,  the 
patient  should  have  that  information.  If  we  know  the  results 
that  follow  treatment  by  psychoanalysis,  psychobiology, 
analytical  psychology,  individual  psychology,  or  by  any  other 
method,  it  is  fair  to  transmit  our  knowledge  to  the  patient. 
Those  who  invest  themselves  with  the  sole  power  of  judg- 
ment disregard  the  experiences  of  their  colleagues. 

Kubie  also  stressed  the  idea  that  "it  is  not  for  the  lay  public 
to  attempt  to  estimate  the  therapeutic  value  of  psychoanalysis 
in  the  face  of  complexities"  (such  as  he  discusses  in  his  book). 
Quite  obviously  the  lay  public  has  made  no  such  effort.  Quali- 
fied psychoanalysts  have  already  done  that  to  some  extent. 
Kubie  adds  that  "in  the  end  the  psychoanalyst,  like  everyone 
else,  can  be  adequately  tried  only  by  a  jury  of  his  peers— that 
is,  a  jury  composed  of  men  who  know  as  much  about  psy- 
chiatry and  psychoanalysis  as  he  does  himself."  It  is  unfortu- 
nate that  Kubie  did  not  mention  at  all  the  studies  made  by 
the  Berlin  group  of  psychoanalysts.  The  Berlin  jury  was  a 

blue  ribbon  panel. 

Kubie  states  that  "unfortunately  none  of  the  ills  which  are 
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subjected  to  psychoanalytic  treatment  are  acute  and  passing 
ailments."  It  appears  that  such  a  statement  is  highly  invalid, 
but  as  one  reads  further  one  comes  to  understand  what  he 
means  by  it.  When  he  says  that  "the  chronic  phases  of  the 
illness  may  often  pass  for  normal,"  I  take  it  to  mean  that  he 
finds  it  difficult  to  distinguish  between  a  chronic  psychiatric 
disorder  and  normality.  Perhaps  there  are  some  difficulties 
to  him  in  the  matter  of  differential  diagnosis,  but  I  doubt 
whether  the  average  psychiatrist  would  be  put  to  much  of  a 
task,  particularly  if  the  illness  were  "life-long"  (p.  22) •  Of 
course,  it  is  not  in  accordance  with  the  facts  published  by  psy- 
choanalysts to  say  that  all  the  problems  subjected  to  psycho- 
analytic treatment  are  "life-long  illnesses."  There  are  periodic 
psychoneuroses. 

At  about  the  same  time  (1936)  that  Kubie's  book  appeared, 
An  Enquiry  into  the  Prognosis  in  the  Neuroses  by  T.  A.  Ross 
was  published  at  the  Cambridge  University  Press.  Ross's 
studies  relate  to  the  outcome  of  all  the  patients  with  psycho- 
neuroses  who  passed  through  the  Cassel  Hospital  from  192 1 
to  the  end  of  1933.  The  types  of  therapy  administered  to  the 
patients  varied.  None  of  them  received  the  formal  psycho- 
analytic treatment  of  Freud.  A  statistical  analysis  of  the  tables 
arranged  by  Ross  appears  in  Chapter  V  of  this  book,  but  it 
may  be  mentioned  here  that  of  the  1,186  psychoneurotic  pa- 
tients treated  at  the  Cassel  Hospital  for  an  average  period  of 
4.1  months,  547  "had  reported  themselves  well  and  306  as 
improved,  45  percent  and  25  percent  respectively,"  at  the 
end  of  one  year  after  treatment.  At  the  end  of  three  years 
after  treatment,  40  percent  of  the  patients  reported  themselves 
well,  while  at  the  end  of  a  five-year  period  the  percentage  was 
34.  Ross  added  that  "no  claims  are  made  that  all  of  these 
patients  who  are  called  well  were  well  all  the  time." 

Referring  to  the  question  of  forms  of  therapy,  Ross  comes 
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essentially  to  the  same  opinion  that  I  have  found  to  be  true: 
"If  the  remedy  is  complete  psychoanalysis,  relief  can  be  af- 
forded to  a  tiny  fraction  only  of  the  sufferers."  He  adds:  "It 
has  seemed  to  me,  from  what  the  letters  of  certain  patients 
already  referred  to  have  contained,  that  it  is  eminently  possi- 
ble to  effect  a  radical  change  in  the  mental  outlook  of  certain 
people  by  a  comparatively  short  and  simple  therapy  and  that 
the  changes  which  have  been  brought  about  in  this  way  are 
accompanied  by  what  appears  to  be  a  permanent  improvement 
in  their  health.  These  letters  then  have  told  us  not  only  of 
the  possibility  of  lasting  cure,  but  also  of  this  being  accom- 
plished in  a  short  time."  It  is  not  difficult  for  psychiatrists  to 
give  adequate  proof  of  individual  instances  in  which  (a)  the 
course  of  a  psychoneurotic  syndrome  has  been  chronic  and 
progressive ;  (b)  the  course  has  been  chronic,  mild,  and  sta- 
tionary; 0)  the  course  has  been  "self-limiting"  (i.e.,  in  which 
untreated  patients  have  gained  a  remission  or  a  recovery). 

Too  little  is  known  of  the  influence  of  age  of  onset  upon 
the  course  of  a  psychoneurosis.  When  a  psychoneurosis  ap- 
pears during  adolescence  or  during  early,  middle,  or  late 
adulthood,  it  is  not  known  what  the  age  factor  may,  in  general, 
contribute  to  the  duration  or  intensity  of  the  syndrome. 

It  would  be  desirable  to  have  a  reasonable  opinion,  based 
on  the  study  of  a  large  series  of  patients,  as  to  the  possible 
meaning,  in  terms  of  duration  of  the  syndromes   and  amen- 
ability to  therapy,  of  such  factors  as  are  commonly  referred 
to  as  endogenous  and  exogenous.  A  psychoneurotic  syndrome 
may  appear  in  response  to  an  environmental  situation  too 
severe  to  be  handled  otherwise,  and  it  may  disappear  when 
the  noxious  environmental  influence  is  removed ;  or,  once  set 
in  motion  by  the  environment,  the  syndrome  may  persist 
even  when  the  external  stimuli  have  ceased ;  or,  with  a  satis- 
factory   environment,    an    underlying    endogenous    psycho- 
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neurotic  tendency  may  come  to  the  surface  and  remain  there 
for  some  time.  Psychiatrists  possess  a  working  knowledge  1 

about  these  matters  as  they  pertain  to  the  psychoses,  but  there 
is  a  paucity  of  information  relative  to  the  psychoneuroses.  It 
would  be  entirely  possible  to  gain  as  much  information  about  I 

psychoneurotic  patients  as  about  psychotic  patients.  The  data 
are  invaluable,  and,  as  repeatedly  stated,  comprise  a  highly 
important  group  of  facts  for  comparative  use.  It  is  only  within 
very  recent  times  that  psychiatric  hospitals  have  admitted  a 
fairly  large  number  of  psychoneurotic  patients.  Furthermore, 
this  is  true  of  only  a  small  number  of  hospitals.  Hospital 
facilities  have  not  been  available  to  any  large  extent  to  psycho- 
neurotic patients,  principally  because  the  hospitals  have  been 
overcrowded  with  psychotic  patients  whose  condition  has  made 
it  imperative  that  they  be  given  preference.  A  vastly  greater 
number  of  psychoneurotic  patients  is  seeking  admission  to 
psychiatric  hospitals  than  can  be  provided  for. 

Each  year  there  are  approximately  two  hundred  and  fifty 
psychoneurotic  and  neurotic  patients  admitted  to  the  civil 
state  hospitals  of  New  York  state.  This  means  that,  within  a 
period  of  about  four  years,  results  of  studies  should  be  avail- 
able on  a  thousand  psychoneurotic  individuals.  They  are  avail- 
able but  they  have  not  been  assembled.  Nor  have  psycho- 
analysts in  private  practice  contributed  the  desired  data.  This 
should  be  an  opportune  time  for  such  a  survey;  the  necessity 
is  apparent. 

Another  important  source  of  control  data  is  the  individual 
himself.  One  of  the  most  reliable  set  of  facts  contributing  to 
the  prognosis  in  a  given  syndrome  comprises  an  evaluation 
of  the  assets  and  liabilities  of  the  patient,  not  only  as  they 
appeared  prior  to  the  onset  of  the  psychiatric  disorder  but 
also  as  they  appear  during  the  disorder.  The  average  psycho- 
neurotic patient  possesses  many  assets  (one  of  which,  for  pri- 
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vate  treatment,  must  be  a  sizable  exchequer)  j  he  often  is 
socially,  economically,  and  industrially  well  integrated  j   at 
least,  he  maintains  a  semblance  of  good  environmental  ad- 
justment. It  may  be  done  under  duress  and  strain,  neverthe- 
less it  is  done.  Even  his  liabilities  (the  psychoneurotic  symp- 
toms) may,  and  often  do,  compel  the  assets  to  their  optimum 
expression.  But  psychiatrists  have  not  yet  recorded  the  assets 
of  psychoneurotic  patients  with  the  same  meticulosity  that  is 
given  to  liabilities.  Not  a  few  psychoneurotic  individuals  have 
focal,  not  diffuse,  symptoms;  the  greater  part  of  the  person- 
ality may  be  intact.  There  are  all  grades  of  intensity  and 
extensity  in  psychopathology.  As  yet,  we  have  only  impres- 
sions and  not  a  large  series  of  facts  to  guide  us  3  or,  perhaps  it 
is  truer  to  say  that  we  have  the  facts  but  they  have  not  been 
brought  together  and  evaluated.  They  are  inestimable  as 

control  material. 

There  is  also  missing  from  psychiatric  literature  a  knowl- 
edge of  the  "pre-psychoneurotic  personality."  This  expression 
is  not  even  in  the  vocabulary  of  psychoneuroses,  whereas,  in 
reference  to  the  psychoses,  the  term  «pre-psychotic  personality" 
is  in  the  everyday  language  of  the  psychiatrist.  The  informa- 
tion gained  through  the  study  of  the  individual  before  he 
becomes  psychiatric  is  put  to  extremely  valuable  and  practical 
uses.  It  enables  the  psychiatrist  to  know  the  physical  and 
mental  background  upon  which  the  psychiatric  condition  is 
engrafted    or    from    which    it    has    perhaps    imperceptibly 
emerged.  The  psychiatrist  comes  to  understand  the  strengths 
and  weaknesses  of  the  individual  whom  he  is  to  treat}  he 
gains  a  fair  estimate  of  the  manner  in  which  the  patient  may 
be  expected  to  meet,  or  to  react  to,  the  several  components  of 
the  psychiatric  syndrome. 

We  come  now  to  the  consideration  of  some  of  the  major 
differences  in  the  motives  of  psychobiology  and  psychoanalysis. 
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It  appears  that  both  methods  of  approach  are  sound  and 
valid,  but  there  must  be  a  careful  selection  of  the  patients 
upon  whom  one  or  the  other  method  is  to  be  applied.  It  may 
be  seen,  as  the  discussion  progresses,  that  a  combination  of 
the  two  methods  may  be  the  chosen  procedure  for  certain 
psychiatric  patients. 

The  aim  of  psychobiology  is  to  treat  the  patient  in  accord- 
ance with  the  external  facts  that  constitute  and  have  consti- 
tuted the  patient's  entire  career.  The  aim  of  psychoanalysis 
is  to  treat  the  patient  in  accordance  with  internal  facts  that 
have  constituted  the  patient's  entire  career.  Through  studies 
from  the  standpoint  of  psychobiology,  it  is  hoped  to  gain  a 
clear  and  comprehensive  picture  of  the  individual  from  his 
earliest  years  up  to  the  time  that  he  appears  for  treatment ; 
this  picture  is  made  up  almost  exclusively  of  the  obvious, 
patent,  conscious  and,  unrepressed  features  of  the  personality. 
It  includes  a  careful  estimate  of  the  good  features,  of  the 
features  that  have  proved  valuable  to  the  patient  and  to  his 
associates,  and  it  enables  the  psychiatrist  to  measure  the  in- 
tensity and  extensity  of  personality  possessions  that  have  been 
undesirable  to  the  patient  or  to  his  associates.  Psychobiology 
does  not  imply  a  knowledge  of  the  details  that  have  entered 
into  the  construction  of  the  unconscious  part  of  the  psyche, 
but  it  very  definitely  demands  a  full  appreciation,  in  its  own 
way,  of  the  elements  in  the  conscious  sphere.  Thoughts  and 
feelings  that  have  been  abandoned  by  the  individual  as  un- 
necessary or  undesirable  and  which  therefore  have  been  rele- 
gated to  the  sphere  of  the  unconscious  are  permitted  by  the 
psychobiologist  to  remain  where  they  are,  that  is,  out  of  the 
realm  of  awareness. 

The  psychoanalyst  is  also  concerned  with  the  contents  of 
the  unconscious.  To  him  the  material  of  the  conscious  sphere 
serves  principally  as  the  vehicle  by  which  one  gains  contact 
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with  the  sphere  of  the  unconscious.  The  psychoanalyst,  while 
clearly  recognizing  the  meaning  of  the  conscious  components, 
aspires  to  trace  the  meaning  back  to  the  earliest  experiences 
and  feelings  that  can  be  recalled  by  the  individual  under 
analysis.  This  indicates  that  the  feelings,  actions,  and  thoughts 
of  the  prepubertal  life  of  the  individual  are  matters  of  pre- 
eminence in  the  therapy  by  psychoanalysis.  Greatest  stress 
is  placed  upon  the  feelings,  actions,  and  thoughts  that  have 
been  repressed  into  the  unconscious  or  that  are  still  in  the 
conscious  sphere  but  are  evaded  by  the  ego.  If  the  repression 
is  not  successful,  the  repressed  content  of  the  unconscious 
may  reappear  in  consciousness  in  one  of  several  forms.  A  psy- 
choneurosis  may  be  said  to  represent  the  return  in  symbolic 
form  of  the  repressed  material  that  was  rejected  by  the  con- 
scious part  of  the  psyche.  This  is  but  another  way  of  saying 
that  psychoanalysts  believe  their  form  of  therapy  aims  directly 
at  the  injured  parts.  They  do  not  try  by  rearranging  the 
environment  to  build  up  the  functions  of  intact  attributes- 
mental  or  physical.  The  latter  is  one  of  the  principal  interests 
of  the  psychobiologist.  The  psychoanalyst  tries  directly  to 
remove  noxious   agents   of  the  conscious   and   unconscious 
spheres. 
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MEYER 

NATURE  OF   PSYCHOBIOLOGY 

Psychobiology  is  a  general  term  including  investigations 
that  have  to  do  with  the  physiology  and  pathology  of  the 
psyche.  Among  some  of  its  subdivisions  may  be  mentioned 
the  several  schools  of  psychology  and  of  psychopathology — 
psychoanalysis,  the  psychobiology  of  Meyer,  analytical  psy- 
chology, individual  psychology,  and  the  rest. 

As  partial  evidence  of  the  breadth  of  the  field,  one  may 
refer  to  the  journal,  Psychobiology,  edited  by  Knight  Dunlap. 
The  editor  stated  that:  u  Psycho  biology  is  established  for  the 
publication  of  research  bearing  on  the  interconnection  of  men- 
tal and  physiological  functions.  It  will  include  in  its  volumes, 
therefore,  not  only  investigations  of  what  is  sometimes  called 
'psychological  physiology'  but  also  investigations  in  pharma- 
cology, physiology,  anatomy,  neurology  and  psychiatry  inso- 
far as  the  results  of  these  investigations  have  explicit  bearing 
on  problems  of  mental  life,  or  mental  factors  are  included  in 
the  essential  conditions  of  the  investigation."  From  this,  it 
may  be  seen  that  the  field  of  psychobiology  embraces  every 
type  of  study  bearing  upon  the  life  of  the  psyche.  The  term 
is  no  more  specific  than  are  the  terms  mathematics,  history, 
art,  science,  or  medicine.  Meyer  has  helped  to  develop  one 
aspect  of  psychobiology,  namely,  the  interaction  of  the  hu- 
man individual  with  the  various  environments  in  which  he 
moves. 

Psychobiology  has  been  defined  {Dictionary  of  Psychology , 
edited  by  H.  C.  Warren,  1934)  as:  "1.  the  field  of  biology 
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which  deals  with  the  nervous  system,  receptors,  effectors,  and 
other  topics  germane  to  psychology  j  2.  psychology  as  investi- 
gated by  biological  methods."   In  Stedman's  Medical  Dic- 
tionary (1933)  it  is  defined  as  "the  science  of  personality- 
formation  and  personality-function."  The  term  is  not  defined 
in  the  Dictionary  of  Philosophy  and  Psychology  (edited  by 
J.  M.  Baldwin,  1928).  Gesell,  writing  on  child  psychology 
in  the  Encyclopaedia  Britannica  ( 14th  ed.,  1929,  p.  468),  says: 
"There  is  an  increasing  tendency  to  widen  the  scope  of  chdd 
psychology  so  as  to  include  all  the  phases  of  child  develop- 
ment, and  to  incorporate  the  outlook  of  the  medical  and 
biological   sciences,    including   biochemistry,    developmental 
physiology  and  animal  psychology.  In  this  sense  the  study  of 
child  development  becomes  a  subdivision  of  the  science  of 

psychobiology." 

The  breadth  of  the  term  is  indicated  also  by  Small,  who 
wrote  about  the  "psycho-biological  character"  of  rats  in  a 
communication  entitled  "Experimental  Study  of  the  Mental  | 

Processes  of  the  Rat"  (the  American  Journal  of  Psychology, 
XII,  1900-1901,  204-39).  According  to  the  New  English 
Dictionary  and  the  Century  Dictionary,  this  is  the  earliest 
reference  to  the  word  psychobiology.  In  1909,  Charles  Henry 
published  a  book  on  Psychobiologie  et  Energetique. 

In  the  preface  to  his  Outline  of  Psychobiology  (i9H)> 
Knight  Dunlap  wrote  that  "this  outline  is  intended  to  aid 
those  students  of  psychology  who  have  had  no  courses  in 
biology  covering  the  morphological  and  physiological  data  j 

which  are  directly  contributory  to  psychology."  The  book  is  j 

almost  exclusively  devoted  to  neurological  topics.  What  Dun-  j 

lap  may  have  lacked  in  the  breadth  of  his  use  of  the  term  j 

psychobiology  is  comprehensively,  if  not  clearly,  taken  into 
consideration  in  the  massive  accounts  of  Lungwitz's  Lehrbuch 
der  Psychobiologie.  Jelliffe  says  that  the  latter  "is  a  worthy 
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effort,  as  near  Korsybski  as  any  we  have  encountered  re- 
cently." 

In  an  article,  "Willensfreiheit  und  Zielstrebigkeit  (Psycho- 
biologische  Abhandlunger  1),"  which  appeared  in  the  Journal 
fuer  Psychologie  und  Neurologie  (XVIII,  1912),  Oskar 
Kohnstamm  attempted  to  establish  correlation  between  physi- 
cal and  psychical  phenomena.  His  attitude  was  largely  philo- 
sophical and  did  not  lend  itself  to  practical  clinical  situations. 
When,  in  19 15,  Adolf  Meyer  first  began  to  write  on  the 
subject,  he  pointed  his  interests  definitely  at  the  field  of 
clinical  psychiatry,  just  as  Bernheim  had  done  years  before. 
The  reason  for  attaching  Meyer's  name  to  psychobiology  lies 
in  the  special  emphasis  and  point  of  view  that  he  has  given  to 
the  term.  Others  before  him  had  taken  up  psychobiology 
from  the  standpoint  of  psychotherapy,  neurophysiology, 
neuropathology,  psychology,  etc.  Meyer  gave  the  concept 
"organism  as  a  whole,"  added  impetus,  and  formulated 
practical  outlines  that  aided  materially  in  the  study  of  psychi- 
atric patients.  It  is  the  practice  in  the  United  States  to  asso- 
ciate "objective  psychobiology"  with  his  name. 

The  psychobiology  of  Meyer  is  not  the  psychoanalysis  of 
Freud,  nor  the  analytical  psychology  of  Jung,  nor  yet  the 
individual  psychology  of  Adler.  It  is,  as  Meyer  says,  "objec- 
tive psychobiology,"  and  is  regarded  by  him  "as  a  mode  of 
approach  to  the  study  of  the  organism."  Meyer  claims  that 
objective  psychobiology  deals  "with  the  smallest  number  of 
assumptions  or  gaps  or  contradictions.  The  domain  is  one  in 
which  a  number  of  fairly  well  organized  sciences  take  a 
share."  In  his  essay  which  is  Chapter  IV  of  The  Problem 
of  Mental  Disorder,  Meyer  undertakes  to  discuss  the  prob- 
lems from  the  standpoint  of  "the  facts  met"  by  the  psychi- 
atrist. "Man  meets  a  world  of  fact,  to  be  studied  for  what  it 
is  and  does,  whether  the  inquirer  is  there  or  not;  to  be  studied 
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by  observation  o£  the  material  accessible  to  common  experi- 
ence, with  a  genetic-dynamic  background  and  a  willingness 
to  accept  and  use  all  the  facts  according  to  their  role  and 
importance  in  working  and  thinking  in  terms  of  experiment 
upon  man  or  nature."  The  psychobiologist  serves  "the  bodies 

we  find  in  action." 

Objective  psychobiology  is  a  mode  of  study  particularly 
wide  in  its  interests  •   it  apparently  includes  every  possible 
branch  of  research  into  the  behavior  of  the  individual.  Its 
many  subdivisions  include  medicine,  psychology,  sociology, 
anthropology.  It  appears  to  be  a  research  attitude  rather  than 
a  so-called  school  of  thought.  Meyer  has  always  maintained 
that  one  should  be  open-minded  to  all  possible  research  pro- 
grams. He  has  consistently  refrained  from  what  he  calls 
dogmatism,  and  consequently  he  has  kept  free  from  the  forma- 
tion of  many  narrow  and  circumscribed  psychiatric  attitudes. 
Meyer's  open-mindedness  has  been  a  constant  stimulus  to 
American  psychiatrists  in  point  of  full  and  complete  freedom 
for  research  from  all  possible  aspects ;  as  a  leader  in  American 
psychiatry,  he  has  remained  faithful  to  the  position  he  has 
achieved  by  endorsing  and  encouraging  those  investigative 
projects,  arising  from  sundry  sources,  that  might  conceivably 
further  the  interests  of  psychiatry ;  at  the  same  time  he  has 
not  focused  his  personal  endeavors  upon  any  special  trend  of 

interests. 

Properly  speaking,  there  is  no  school  of  psychobiology  in 
the  sense  that  there  is  one  of  psychoanalysis,  of  analytical 
psychology,  or  of  individual  psychology.  But,  among  his  many 
contributions,  Meyer  has  provided  certain  plans  for  studies. 
These  guides  indicate  the  range  of  his  interests.  He  leads  one 
through  specific  fields  of  interests,  but  he  leaves  the  analysis 
of  the  fields  to  the  student.  He  has  the  attitude  of  the  edu- 
cator who  places  the  overt  facts  before  the  student  and  leaves 
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him  free  to  explain  them.  A  study  of  Meyer's  guides  and 
those  subsequently  edited  by  Kirby  and  by  Cheney  attest  to 
the  academic  freedom  that  stamps  Meyer  and  his  colleagues 
as  educators.  The  guides  are  so  comprehensive  as  to  give  the 
research  worker  and  the  student  freedom  to  study  facts  from 
whatever  point  of  view  seems  desirable  to  him.  Neither 
Meyer,  nor  Kirby,  nor  Cheney  makes  any  attempt  to  focus 
the  interests  of  the  investigator  upon  schools  of  thought — 
organic  or  psychical. 

In  what  follows  in  this  chapter,  the  reader  may  not  infre- 
quently encounter  explanations  that  serve  to  interpret  the 
facts.  For  example,  in  the  paragraphs  devoted  to  some  of 
the  psychodynamics  operating  in  the  field  of  psychiatric  nurs- 
ing and  occupational  therapy,  the  meaning  of  the  facts  is 
summarized,  not  in  terms  of  Meyer,  but  of  Freud.  It  is  that 
type  of  academic  freedom  that  characterizes  Meyer  and  his 
followers.  The  overt  facts  that  Meyer  would  encourage  one 
to  assemble  may  be  interpreted  from  the  standpoint  of  Freud, 
Jung,  Adler,  McDougall,  Kempf,  Kretschmer,  and  others. 
Meyer's  guides  are,  however,  not  without  therapeutic  implica- 
tions, for  it  is  largely  through  his  recommendations  that 
there  has  been  an  intensive  growth  in  such  fields  as  psychiatric 
nursing,  occupational  therapy  and  social  service.  He  has  en- 
couraged extensive  application  of  those  facilities  in  psychiatric 
practice. 

Diethelm,  in  Treatment  m  Psychiatry,  claims  that  psycho- 
biology  "does  not  restrict  scientific  curiosity  and  investigation, 
but  stirs  them  up,  showing  us  the  narrow  field  of  our  knowl- 
edge and  the  possibilities  for  further  search  in  the  immense 
field  of  the  unknown."  While  speaking  of  treatment,  Diethelm 
says  that  "the  goal  of  the  treatment  [i.e.,  psychobiologic]  is 
a  synthesis  of  the  various  factors  and  strivings  which  will 
offer  the  patient  security."  This  attitude  of  open-mindedness 
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is  particularly  valuable,  providing,  of  course,  that  it  does  not 
lead  to  inactivity.  Too  much  stress  on  the  maintenance  of  an 
unbiased  attitude  might  quite  easily  act  as  a  deterrent  to  the 
acceptance  of  useful,  concrete  methods  of  approach.  To  the 
new  man  approaching  psychiatry,  it  is  not  especially  stimu- 
lating, indeed  it  may  be  misleading,  to  speak  of  "the  narrow 
field  of  our  knowledge."  There  is  something  discouraging  in 
the  implication  that  the  field  is  narrow,  particularly  when  one 
also  refers  in  the  same  sentence  to  "the  immense  field  of  the 
unknown."  When  Bernheim  defined  psychobiology  in  1886 
he  was  more  hopeful. 

Diethelm,  however,  is  not  as  disheartening  as  he  may  appear 
to  be  from  these  quotations.  The  orientation  of  psychobiolo- 
gists  today  seems  to  be  different  from  that  of  psychobiologists 
of  Bernheim's  time.  The  latter  described  psychobiology  from 
a  therapeutic  point  of  view,  while  Meyer  emphasizes  the 
research  orientation.  The  term  research  is  definitely  identified 
with  the  unknown.  It  may  be  said,  therefore,  that  the  major 
interests  of  the  psychobiologist  of  today  turn  in  the  direction 
of  the  unknown.  Psychobiology  appeals  to  the  psychiatrist 
who  is  more  interested  in  attempts  to  solve  the  unknown 
problems  than  to  apply  the  known  issues.  When  seen  in  this 
light,  it  may  be  said  that  Diethelm's  attitude  is  encouraging. 
The  psychobiologist  has  no  preconceived  ideas  as  to  what  he 
may  uncover  by  his  researches.  Meyer's  forte  is  his  insistence 
upon  the  acquisition  of  all  the  facts  that  have  entered  into 
the  life  history  of  the  patient.  Meyer's  version  of  psycho- 
biology comprises  the  accumulation  of  facts.  Diethelm  finds 
that:  "It  is  a  science  which  allows  us  to  deal  with  people  as 
we  find  them  in  life  and  offers  us  a  basis  for  possible  modes 
of  modification  of  the  personality." 

In  an  article  appearing  in  the  American  Journal  of  Insanity 
(LI,   1894-95,   15),  Edward  Cowles  wrote:  "Moral  treat- 


1 1  o  Psychobiology 

ment  in  the  United  States  was  regarded  in  all  the  asylums 
as  of  the  greatest  value.  Taking  the  practice  of  the  McLean 
Asylum  as  an  example  of  the  views  prevalent  from  its  begin- 
ning, in  1 8 1 8,  to  1850,  its  records  show  that  great  attention 
was  paid  to  occupation  and  recreation.  Dr.  Bell  gave  interest- 
ing accounts  in  his  reports  on  the  means  for  inducing  patients 
to  take  exercise,  in  manual  labor  on  the  farm  and  in  the 
carpenter's  shop,  walking  in  the  gardens,  excursions,  in-door 
games,  entertainment."  By  moral  treatment  was  meant  treat- 
ment by  measures  other  than  medical. 

Brigham  wrote  extensively  on  the  moral  treatment  of 
insanity.  As  early  as  1847  ne  stressed  the  value  of  what  we 
now  call  occupational  therapy,  describing  in  detail  the  merits 
of  work,  play  and  study.  Speaking  of  Brigham's  views  Henry 
Hurd  wrote  in  The  Institutional  Care  of  the  Insane  in  the 
United  States  and  Canada  (I,  191 6,  236): 

Institutions,  he  [Brigham]  thought,  should  be  supplied  with 
books,  maps,  scientific  apparatus  and  collections  in  natural  his- 
tory. Schools  should  be  established  in  every  institution,  where 
patients  could  learn  reading,  writing,  drawing,  music,  arith- 
metic, geography,  history,  philosophy  and  the  natural  sciences. 
These  schools  should  be  in  charge  of  intelligent  instructors,  who 
would  give  all  their  time  to  the  patients,  eating  at  the  same  table 
with  them,  joining  in  their  walks  and  recreations,  providing 
them  with  amusement,  and  undertaking  no  labor  or  duty  except 
that  of  interesting  those  under  their  care  and  contributing  to 
their  happiness  by  conversation  and  companionship.  They 
ought  not  to  have  anything  to  do  with  coercive  measures,  in 
order  that  patients  may  not  be  prejudiced  against  them  and 
become  ill  at  ease  in  their  presence.  They  should  encourage  the 
timid,  comfort  the  despondent  and  contribute  to  the  cheerful- 
ness and  contentment  of  all. 

He  believed  that  schools  were  especially  useful  in  arousing 
patients  and  calling  into  exercise  the  faculties  of  the  mind 
which  were  becoming  dormant  and  inactive.  He  would  have  all 
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such  patients  devote  a  portion  of  the  day  to  study  with  a  view 
to  mental  development.  He  also  believed  that  the  melancholy 
and  despairing,  as  well  as  all  who  suffered  from  delusions,  or 
were  restless  and  nervous  largely  from  lack  of  occupation,  were 
frequently  cured  by  mental  occupation,  such  as  school  exer- 
cises, writing  compositions,  uttering  declamations,  acting  in 
plays,  etc.  In  his  opinion  a  lack  of  mental  occupation  was  the 
great  fault  in  modern  institutions  for  the  insane.  While  walking, 
riding,  etc.,  soon  became  mechanical,  and  therefore  furnished 
but  limited  enjoyment,  attending  school,  he  believed,  provided 
mental  occupation  which,  by  requiring  attention  and  effort, 
really  interested  the  patient.  He  laid  special  stress  upon  the 
benefit  to  be  obtained  from  a  museum  or  a  collection  of  minerals, 
shells,  pictures,  specimens  of  architecture  or  of  modern  art,  and 
curios  of  all  kinds,  as  calculated  to  engage  the  attention  and 
stimulate  mental  effort. 

It  is  evident  that  Brigham,  in  this  respect,  was  far  in  advance 
of  his  time,  and  possibly  of  any  time. 

An  excellent  survey  of  psychotherapy  appears  in  a  chapter 
of  Allegemeine  Therafie  ("Handbuch  der  Neurologie,"  Vol. 
VIII,  edited  by  Bumke  and  Foerster,  Berlin,  1936).  The 
review  is  extensive,  covering  approximately  eighty  closely 
written  pages.  The  author  of  the  chapter,  J.  Reinhold,  gives 
a  scholarly  account  of  the  modes  of  psychotherapy  prevalent 
in  Europe  today.  He  discusses  at  length  the  several  basic 
forms  of  psychotherapy  (suggestion,  persuasion,  psychoanaly- 
sis and  psychagogy)  and  their  many  offshoots.  The  term 
"psychobiology"  is  apparently  not  in  extensive  use  among 
European  psychiatrists,  although  the  attitude  implied  by 
Adolf  Meyer  and  which  he  calls  psychobiology  is  prevalent 
in  Europe  as  "psychagogy."  Reinhold  considers  that  psy- 
chagogy is  a  therapeutic  program  rather  than  a  method  and 
that  persuasion  is  one  of  its  most  influential  techniques. 

Prinzhorn  {Psychotherapy)  says  that:  "Dubois,  Forel  and 
Janet,   among   others,   were   always   discussing   education — 
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philosophical  and  'mora?  (in  no  canting  sense,  but  as  the 
French  use  it,  meaning  the  definite  formation  of  the  social 
person).  Here  then  an  appeal  was  made  to  the  patient's  level 
of  culture— or  his  desire  for  it — and  also  to  his  good  inten- 
tions, his  ethical  feeling,  from  the  conviction  that  he  only 
needed  to  know  precisely  and  with  certainty  what  it  is  to  act 
well,  to  do  right,  and  henceforth  he  would  really  do  so." 
Prinzhorn  feels  that  Dubois  "relied  on  the  well-established 
old  French  moralist  tradition  which  nowhere  has  its  equal 
for  clear,  critical,  realistic  vital  sagacity,  on  a  basis  of  epicurean- 
ism and  enthusiasm  for  form  in  nature  and  culture.  With 
such  a  spacious,  practical  and  sociable  theory  of  life,  many 
persons,  especially  those  of  the  Latin  races,  have  attained  a 
clearness  of  thought  and  a  technique  of  action  which  has  fully 
sufficed  for  their  psychosomatic  needs." 

Those  familiar  with  the  modern  history  of  psychotherapy 
credit  the  French  with  being  its  founder.  The  French  were 
sound,  practical  investigators.  Their  early  investigations  were 
soon  taken  up  by  others,  notably  in  Germany,  England, 
Austria,  Switzerland  and  the  United  States.  Adolf  Meyer 
was,  perhaps,  one  of  the  earliest  to  introduce  the  attitude  of 
the  French  influence  to  American  psychiatrists  and  he,  more 
than  any  other  single  individual,  has  encouraged  a  full  expe- 
rience of  its  principles.  When  these  principles  were  intro- 
duced in  the  United  States,  they  came  under  the  title  psycho- 
biology. 

In  the  German  and  English  speaking  countries,  essentially 
the  same  basic  doctrines  were  known  as  moral  treatment. 
"Mental  activity  ...  is  also  used  to  call  up  ideas,  images, 
feelings,  and  efforts,  for  the  purpose  of  directly  modifying 
mental  anomalies.  This  is  effected  only  to  a  slight  extent  by 
any  positive  influence  exerted  by  the  physician  upon  the 
patient,  such  as  exhortation,  encouragement,  or  even  surprises, 
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punishments,  looks,  etc.  j  much  is  gained  by  negative  measures. 
Often,  even  the  gait  of  the  patient  is  such  as  to  admit  the 
hope  of  a  rapid  spontaneous  cure;  in  such  a  case,  the  removal 
of  all  exciting  causes,  and  a  proper  regulation  of  the  external 
circumstances,  are  frequently  sufficient,  especially  if  the  pa- 
tient has  also  the  feeling  of  subjugation  to  a  rational  and 
well-meant  control,  as  he  is  being  gradually  habituated  to 
proper  outward  behavior"  (Griesinger,  Mental  Pathology 
and  Therapeutics). 

Moral  treatment  aspired  to  do  two  things:  "The  morbid 
dispositions  and  ideas  which  repress  and  conceal  the  former 
(healthy)  individuality  must  be  uprooted  and  destroyed ;  in 
the  second  place,  the  old  ego,  which  in  insanity  for  a  long 
time  is  not  lost,  but  only  superficially  repressed,  or  hidden  in 
a  storm  of  emotion,  behind  which  it  remains  for  a  long  time 
capable  and  ready  to  re-establish  itself,  must,  as  far  as  possible, 
be  recalled  and  strengthened."  Griesinger  emphasized  the 
usefulness  of  socializing  the  patient,  of  keeping  him  occupied: 
"The  patient  should  be  seldom  left  alone  or  unemployed;  so 
long  as  he  is  employed  with  matters  unconnected  with  his 
malady,  he  is  in  great  measure  free  from  it,  and  by  abstracting 
his  attention  from  the  insane  ideas,  they  are  most  readily 
weakened  and  dispersed."  He  places  "proper  employment" 
of  the  patient  as  the  most  important  of  moral  remedies. 
"In  healthy  work,  the  innate  desire  of  expressing  and  giving 
vent  to  its  energies  finds  fullest  satisfaction  in  the  objective 
world."  Griesinger  considered  that  physical  exercise  and  mus- 
cular activity  should  be  encouraged  whenever  possible. 

The  institutional  psychiatrist  today  is  fully  aware  of  the 
great  benefits  derived  from  such  treatment  procedures  as 
were  outlined  during  the  second  half  of  the  nineteenth  cen- 
tury. The  multiple  activities  involved  in  nursing,  occupa- 
tional, diversional,  and  physical  educational  measures  attest 
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to  their  value.  Griesinger  recommended  school  work,  the 
subjects  of  instruction  being  regulated  "according  to  age,  sex, 
and  education,  and  consisting  of  elementary  instruction  in 
music,  history,  etc.  .  .  .  Besides,  conversations,  lectures, 
walks,  games,  tea-parties,  etc.,  also  serve  to  engross  and  amuse 
the  patient.  They  are  to  be  regulated  as  much  as  possible  to 
suit  the  different  dispositions."  Griesinger  was  particularly 
careful  to  study  each  patient  individually  and  to  pay  rigid 
attention  to  all  physical  diseases  and  anomalies.  Indeed,  his 
recommendations  call  for  an  unusually  careful  examination 
from  the  physical  standpoint:  "When  hallucinations  are  pres- 
ent, the  organ  of  sense  to  which  they  refer  should  be  minutely 
examined" -,  and  again:  "It  has  so  come  about,  from  the  fact 
of  results  arrived  at  through  experience,  that  both  the  psychi- 
cal and  somatic  methods  of  treatment  are  equally  entitled  to 
a  precisely  similar  amount  of  our  attention.  Both  modes  of 
acting  upon  the  patient  have  always  instinctively  been  com- 
bined." 

These  few  quotations  suffice  to  indicate  the  general  attitude 
taken  by  psychiatrists  during  the  second  half  of  the  nineteenth 
century.  The  same  principles,  with  the  refinements  of  time, 
are  indispensable  today  among  certain  groups  of  patients.  They 
are  the  same  principles  that  form  the  framework  of  Meyer's 
objective  psychobiology.  They  are  the  same  principles  behind 
the  three  theses  stated  by  Prinzhorn  in  the  Introduction  to 
his  Psychotherapy:  "The  psychosomatic  unity  of  the  individ- 
ual j  the  need  for  the  integration  of  psychotherapy  with  all 
medicine;  and  the  confluence  of  all  human  biological  and 
cultural  interests."  The  same  general  principles,  with  some 
minor  modifications,  are  the  "psychagogy"  of  Kahane. 

The  proof  of  the  value  of  such  a  comprehensive  attitude 
toward  psychiatric  patients  lies  in  the  universality  of  the  atti- 
tude. It  simply  takes  different  names  in  different  countries. 
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Its  value  is  also  suggested  by  the  length  of  time  over  which 
it  has  been  used.  Bassoe,  editor  of  Nervous  and  Mental 
Diseases  (series  1927),  gave  a  brief  account  of  some  references 
to  mental  hygiene.  He  mentioned  the  works  of  Ernst  von 
Feuchtersleben  whose  book  enjoyed  widespread  recognition, 
the  24th  edition  appearing  in  French  under  the  title  Hygiene 
de  Vame.  Other  works  referred  to  by  Bassoe  include  those 
written  by  Isaac  Ray,  William  M.  Cornell,  and  William 
Sweetser. 

To  those  familiar  with  the  historical  development  of  the 
field  of  psychiatry  it  is  obvious  that  the  groundwork  for  many 
of  our  present  conceptions  was  prepared  years  ago.  The  few 
volumes  mentioned  in  the  preceding  paragraph  were  mile- 
stones in  the  progress  of  psychiatric  knowledge.  They  ap- 
peared at  a  time  when  the  facilities  for  applying  the  recom- 
mendations contained  in  them  were  meager.  The  public  was 
not  ready  to  accept  them  in  practice ;  physical  facilities  had 
not  yet  been  created  for  their  utilization ;  physicians  were  not 
then  schooled  in  the  application  of  the  principles  of  mental 
hygiene  or  of  psychotherapy.  "The  evolution  of  psycho- 
therapy, like  that  of  all  other  modes  of  treatment,  is  marked 
by  an  ever-increasing  precision  in  method  and  an  ever- 
deepening  comprehension  of  the  conditions  to  which  it  is 
applicable"  (E.  Jones  in  Psychotherapeutics) . 

We  often  hear  psychiatrists  emphasizing  with  fervor  that 
we  ought  to  consider  "the  body  as  a  whole,"  as  if  that  concept 
were  something  new.  Even  a  cursory  glance  at  the  literature, 
ancient  and  modern,  shows  us  that  the  concept  has  been  uni- 
versal since  the  earliest  researches  in  medicine.  The  difference 
today  is  not  represented  by  any  change  in  general  attitude. 
Successive  researches  tend  to  clarify  many  of  the  issues  that 
require  better  understanding.  The  idea  that  personalities  may 
dysfunction   is   not   at   all   novel.   When   Hippocrates   said 
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"Nature  is  the  physician  of  diseases,"  he  had  the  personality 
as  a  whole  in  mind,  for  his  writings  are  replete  with  thera- 
peutic suggestions  bearing  upon  the  individual  as  a  total 
psychosomatic  organism.  The  concept  runs  throughout  the 
history  of  medicine.  For  centuries  the  mind  was  described  in 
genuinely  physical  terms  and  was  not  to  be  distinguished 
anatomically  or  physiologically  from  the  properties  of  the 
known  organs  of  the  body.  Hippocrates  thought,  for  instance, 
that  the  cause  of  epilepsy  (the  sacred  disease)  was  "a  cold 
phlegm  or  fituita,  secreted  in  that  organ  (the  brain),  which 
passing  down  into  the  blood  vessels,  and  encountering  the 
fneuma,  or  principle  of  life,  produces  those  dreadful  con- 
vulsions to  which  epileptics  are  subject."  Francis  Adams, 
whose  translation  of  Hippocrates  is  quoted,  informs  us  fur- 
ther that  the  doctrine  of  the  pneuma,  or  animal  spirits,  was 
adopted  by  all  Arabian  authorities.  The  pneuma  was  the 
breath;  it  possessed  physical  properties,  but  it  was  also  heavily 
endowed  with  what  we  today  call  personality  traits.  Over  the 
succeeding  centuries,  investigators  undertook  separate  studies 
of  the  components  of  the  pneuma.  The  individual  researches 
led  to  a  more  precise  understanding  of  the  several  compo- 
nents, so  that  today  our  information  on  the  physiology,  bio- 
chemistry, and  psychology  of  the  pneuma  is  quite  comprehen- 
sive. There  is  a  direct  continuity  from  the  Hippocratic  pneuma 
to  the  Persoenlkhkeitksrankheiten  of  von  Feuchtersleben  and 
to  the  psychoanalytic  concepts  of  Freud.  At  no  time  in  the 
history  of  medicine  has  the  mind  been  separated  from  the 
body,  save  that,  under  strictly  research  conditions,  features 
of  the  one  or  of  the  other  have  momentarily  been  given 
investigative  priority.  The  shift  in  emphasis  has  eventually 
converged  upon  psychosomatic  synthesis,  which  we  of  today 
are  experiencing  through  the  epochal  correlations  and  investi- 
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gations  represented  by  the  school  of  constitutional  medicine 
(see  Pende,  Julius  Bauer,  Draper). 

At  times,  when  our  attention  is  riveted  upon  attributes  of 
the  mind  or  of  the  body,  it  may  seem  that  we  separate  the 
one  from  the  other.  Even  if  such  a  separation  is  made  in  the 
interests  of  more  intense  studies  in  the  one  or  the  other  field, 
it  is  temporary.  The  history  of  medicine  indicates  that  the 
union  of  the  two  is  inevitable. 

THE  ANAMNESIS 
Before  a  psychobiologist  begins  actual  treatment  he  makes 
an  extensive  survey  of  the  patient's  life.  It  is  a  longitudinal 
study,  so  to  speak,  in  that  it  covers  all  available  aspects  of  the 
patient's  activities  from  the  period  of  birth  up  to  the  age 
period  at  which  the  patient  appears  for  treatment.  It  implies 
as  full  knowledge  as  is  possible  of  the  individual's  physical 
and  mental  growth,   including,   as   a  particularly  valuable 
body  of  information,  the  emotional  responses  and  patterns 
that  have  evolved  around  his  impulses  and  experiences.  The 
survey  comprises  a  subjective  account  from  the  patient,  which 
is  supplemented  by,  and  carefully  checked  with,  objective 
facts  derived  from  as  many  other  sources  as  possible.  The 
parents  contribute  largely  to  the  anamnesis,  but  all  individuals 
who  have  participated  in  the  home  life  of  the  patient  add 
what  they  have  observed  as  facts,  as  actual  experiences.  A 
good  anamnesis  contains  the  observable  facts ;   it  comprises 
a  detailed  account  of  what  the  informants  actually  saw;  it  is 
particularly  helpful  also  to  know  the  informant's  thoughts, 
feelings  and  actions  relative  to  what  he  really  observed,  for 
very  often  his  thoughts,  feelings,  and  actions  with  respect  to 
the  patient  may  have  helped  in  a  very  substantial  manner 
to  condition  the  patient's  life. 

Children  are  the  miniatures  of  their  parents ;  they  are  an 
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extension  of  the  parents  into  the  environment.  But  children 
are  also  themselves,  and  tend,  as  they  progress  toward  ma- 
turity, to  become  more  and  more  themselves,  or  at  least  to 
make  it  appear  that  they  are  less  and  less  the  result  of  parental 
disciplines.  The  essential  point  of  this  discussion  is  the  in- 
separability of  parents  and  children  ;  this  attitude  calls  for 
as  minute  a  description  as  possible  of  all  the  factors  that  have 
played  a  part  in  the  life  of  the  patient  and  of  his  educators. 
The  psychobiologist  feels  the  necessity  of  possessing  the 
facts  attendant  upon  the  development  of  the  child  in  the 
home.  He  includes  in  the  survey  a  full  knowledge  of  the 
physical  growth  of  the  child  and  the  attitudes  that  the  patient 
and  those  about  him  take  toward  his  physical  growth.  He 
wants  to  know  all  the  circumstances  associated  with  physical 
illnesses,  embracing  a  knowledge  of  the  patient's  mental  re- 
sponses to  illness  at  the  time  of  the  illness  3  he  desires  to  find 
out  what  physical  and  mental  residuals  followed  the  illness. 
It  should  be  recognized  as  an  especially  significant  and 
practical  observation  that  the  home  with  its  varied  influences 
comprises  one  of  the  pivotal  issues  around  which  psychiatric 
syndromes  are  built.  The  importance  of  the  home  to  the 
normal  individual  is  great.  A  single  instance  may  serve  to 
emphasize  its  meaning.  Students  who  go  on  to  a  professional 
career  usually  remain  under  the  guidance  of  the  members  of 
their  homes  for  at  least  twenty  years,  a  period  of  time  that  is 
about  one-third  of  their  life-span.  Moreover,  it  is  the  first 
third.  The  well-adjusted  individual  is  clearly  aware  of  the 
bonds  among  the  members  of  a  family-    under  the  most 
favorable  familial  circumstances  the  normal  individual  also 
extends  his  interests  widely  and  deeply  into  environmental 
situations.  It  is  not  altogether  inappropriate  to  say  that  the 
intensity  of  emotional  bonds  between  an  individual  and  the 
members  of  his  home  is  in  direct  proportion  to  the  adjust- 
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ment  of  the  individual.  In  point  of  its  influences  in  shaping 
a  career,  the  intensity  of  emotional  associations  with  the 
family  is  weakest  among  well-adjusted  people ;  it  is  more 
pronounced  among  psychoneurotic  patients  and  it  is  most 
severe  among  psychotic  individuals.  There  is  a  correlative  to 
the  aforementioned  ratio.  Intensity  of  emotional  attachments 
to  one's  family  is  in  inverse  ratio  to  environmental  adjust- 
ments. The  greater  the  dependence  upon  the  family,  the  lesser 
the  dependence  upon  the  environment. 

It  is  common  to  all  schools  of  psychotherapy  and  psycho- 
pathology  that  the  relationships,  on  the  one  hand,  between 
the  patient  and  the  members  of  his  family  and,  on  the  other 
hand,  between  the  patient  and  the  environment,  be  clearly 
delineated.  It  may  be  said  in  general  that  psychotic  patients 
establish  environmental  adjustments  to  a  far  less  degree  than 
psychoneurotic  individuals ;  the  former  do  not  have  as  many 
experiences  with  the  environment  as  the  latter.  The  members 
of  one  psychotic  group  in  particular — schizophrenic  patients 
— show  a  marked  imbalance  in  the  matter  of  emotional  expe- 
riences with  the  family  and  with  the  environment.  The  degree 
of  imbalance  is  vividly  called  to  our  attention  when  we  realize 
that  there  are  many  schizophrenic  patients,  who,  prior  to 
psychiatric  treatment,  have  had  little  or  no  substantial  con- 
tacts with  the  environment.  Their  emotions  are  family-bound. 
It  is  a  matter  of  fact  that  a  frequent  cause  for  the  hospitaliza- 
tion of  schizophrenic  patients  is  an  overt  struggle  against  the 
members  of  the  family.  Even  when  the  immediate  cause  is 
not  so  overtly  expressed  it  does  not  require  much  insight  to 
see  how  thinly  veiled  the  opposition  to  the  family  really  is. 
Nor  does  it  require  much  imagination  to  appreciate  the  burden 
of  responsibility  that  is  placed  upon  the  personnel  of  the 
hospital  to  which  the  patient  is  admitted.  The  family  struggle 
is  continued,  often  as  a  paramount  issue,  when  arrangements 
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are  being  made  for  the  patient's  hospitalization,  and  it  is 
often  in  the  foreground  for  a  long  time  thereafter.  This  can 
be  amply,  indeed  too  amply,  demonstrated  in  any  psychiatric 
hospital  when  the  members  of  the  family  visit  the  patient. 
If  anybody  has  any  doubts  about  this,  let  him  first  visit  the 
wards  of  a  psychiatric  hospital  on  visiting  days  and  then  go 
directly  to  the  wards  of  a  medical  or  surgical  hospital.  The 
difference  is  remarkable.  Family  concord  in  one,  discord  in 
the  other. 

From  the  practical  point  of  view,  therefore,  it  is  of  extreme 
importance  to  include,  among  measures  of  treatment  in  psy- 
chiatric hospitals,  such  facilities  as  may  serve  to  ameliorate 
family  disagreements.  Psychobiologists  have  developed  such 
facilities  to  an  appreciable  extent.  In  the  first  place,  they 
recognize  that  the  personnel  of  the  hospital  must  assume  the 
role  of  foster  parents  who  are  kindly,  helpful,  tolerant,  and 
understanding.  The  moment  a  patient  enters  a  psychiatric 
hospital  he  acquires  new  parents,  parents  who  are  trained  to 
act  in  substitutive  capacity,  who  are  familiar  (through  the 
anamnesis)  with  the  likes  and  dislikes  of  the  patient,  with 
his  mental  and  physical  capacities,  and  with  the  manner  (i.e., 
the  psychiatric  syndrome)  by  which  he  has  attempted  to  ex- 
press himself.  In  the  second  place,  psychobiologists,  recogniz- 
ing the  inadequacies  of  the  patient's  former  environmental 
adaptations,  create  social,  athletic,  and  industrial  facilities  by 
which  they  hope  to  enlarge  the  patient's  interests.  It  is  a  defi- 
nite part  of  the  hospital's  program  gradually  to  "de-familize" 
the  patient  from  the  standpoint  of  his  childishness,  and  to 
environmentalize  him.  The  procedures  are  conducted  in  a 
direct  manner  by  the  nursing  and  occupational  therapy  staffs 
and  indirectly  by  the  medical  staff  through  the  more  formal 
methods  of  psychotherapy.  Furthermore,  the  members  of  the 
social  service  department  enter  directly  as  socializing  agents. 
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They  establish  contacts  with  the  patient  and  with  the  family 
and  the  environment  soon  after  the  patient  enters  the  hos- 
pital ;  they  assist  in  the  creation  of  healthier  attitudes  among 
the  several  members  of  the  family,  particularly  through  their 
activities  in  the  home  itself ;  and  they  seek  an  environment 
for  the  patient  that  is  most  likely  to  contribute  to  further 
integration. 

The  study  of  the  prepsychiatric  activities  of  the  patient 
encircles  a  history  also  of  his  intellectual  capacities  and  aspira- 
tions, as  well  as  of  his  social,  recreational,  economical,  and 
industrial  assets  and  liabilities.  For  gathering  these  environ- 
mental data,  the  psychobiologist  is  aided  by  psychiatric  social 
service  workers.  The  frequency  of  social  contacts  and  the  de- 
gree to  which  the  individual  participates  in  friendly  relations 
with  others  are  reflections  of  social  capacities.  Whether  he  is 
in  the  center  of  the  social  circle,  or  out  near  the  periphery,  or 
not  in  the  circle  at  all,  an  appreciation  of  his  position  and  of 
his  reactions  to  it  gives  an  invaluable  clue  to  the  extent  of  his 
maturity  or  integration.  It  gives  the  psychobiologist  a  point 
of  view  that  is  useful  therapeutically  by  indicating  to  what 
extent  social  facilities  should  be  provided  for  the  patient. 

Psychotic  individuals  in  general  give  a  history  of  meager 
social  attributes  j  as  a  group  they  are  uneasy  in  the  presence  of 
others,  especially  when  they  are  placed  in  a  situation  that 
calls  for  a  sharing  of  personal  interests.  The  anamnesis— the 
basis  of  therapy  for  the  psychobiologist— or,  perhaps  more 
accurately  stated,  the  knowledge  that  has  been  gained  about 
individuals  who  later  become  psychiatric,  has  led  to  the  intro- 
duction in  hospitals  of  social  methods  of  treatment.  In  our 
present  knowledge  of  mentally  sick  patients,  there  is  perhaps 
no  one  single  unit  of  therapy  that  supersedes  the  value  of 
social  development.  Dances,  teas,  card  games,  theatricals, 
musicals,  lectures,  conversations,  pleasure  walks— these,  and  a 
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variety  of  additional  activities,  constitute  a  major  source  of 
integrative  facilities  to  those  patients  who  have  never  been 
trained  to  social  security,  to  those  patients  whose  mental  dis- 
orders are  definitely  associated  in  part  with  the  absence  of, 
or  the  inadequacy  of,  social  growth.  It  cannot  be  overempha- 
sized that  one  of  the  most  forceful  of  all  the  means  employed 
by  the  psychobiologist  is  built  around  the  care  and  attention 
given  to  the  development  of  the  social  side  of  the  patient's 
life.  The  social  activities  to  which  the  average  individual  is 
so  accustomed  and  the  merits  of  which,  because  of  their  com- 
monness, are  apt  to  escape  our  attention,  are  tremendously 
important  to  the  psychiatrically  sick  individual.  It  is  not  with- 
out   much    foresight    that    psychiatrists,    psychobiologically 
minded,  have  made  socialization  a  primary  issue.  It  is  a  well- 
defined  part  of  all  the  facilities  used  by  psychobiologists.  The 
physician,  social  worker,  nurse,  and  occupational  (industrial 
and  recreational)  therapist  take  part  in  the  social  development 
of  the  patient.  One  of  the  commonest  ideas  expressed  by 
patients  who  have  benefited  under  the  regimen  is  that  the 
treatment  enabled  them  to  grow  up.  The  modern  psychiatric 
hospital  is  fully  aware  of  the  influence  of  socializing  measures 
and  makes  provision  for  their  fullest  realization. 

BIOTHERAPY    BY   DIRECT    ENVIRONMENTAL 

ACTIVITIES 

Three  psychiatric  adjuncts  (occupational  therapy,  nursing, 
social  service)  have  approximately  the  same  aims,  their  dif- 
ferences being  principally  the  means  by  which  the  aims  are 
achieved.  Because  that  is  so,  it  follows  that  there  is  gradually 
developing  a  union  and  a  correlation  that  serve  to  integrate 
more  closely  than  has  heretofore  been  possible  the  several 
departments,  much  to  the  advantage  of  the  patient. 

The  keynote  of  psychotherapy  is  socialization,  by  which  is 
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meant  that  one  of  the  significant  attitudes  toward  the  patient 
is  that  which  strives  to  direct  his  interests,  feelings,  thoughts, 
and  activities  away  from  himself  and  towards  reality.  When 
an  individual  becomes  mentally  ill,  among  the  first  changes 
noticed  is  a  withdrawal  of  interests  and  feeling  from  the 
environment  and  a  redirection  of  those  interests  upon  him- 
self. In  other  words,  he  becomes  asocial.  This  occurs  in  all 
patients,  quite  apart  from  the  etiological  factors  and,  there- 
fore, at  least  from  the  point  of  view  of  occupational  therapy, 
it  is  often  only  of  academic  interest  to  regard  the  condition  of 
the  patient  as  "organic"  or  "functional."  To  be  sure,  there 
may  be  physical  handicaps   (paralysis,  pareses,  intellectual 
defects,  etc.)   requiring  special  consideration,  but  the  point 
being  stressed  is  that  an  emotional  factor  is  invariably  present 
in    any   psychiatric    situation.    The    emotions   become    self- 
centered,  not  environment-centered.  In  psychiatric  terminol- 
ogy, the  same  thoughts  are  expressed  by  saying  that,  with 
the  advent  of  a  psychiatric  disorder,  the  feelings,  thoughts, 
and  actions  are  withdrawn  from  objects  and  enter  into  the 
service  of  narcissism  (self-love).  One  of  the  most  poignant 
therapeutic  approaches,  therefore,  comprises  the  redirection 
and  reapplication  of  the  patient's  interests  in  circumstances 

outside  of  himself. 

Human  beings  are  the  most  important  environmental  ob- 
jects to  which  the  emotions  may  be  attached.  They  represent 
not  only  the  most  substantial,  but  also  the  most  difficult, 
attachments  to  gain  and  maintain.  Emotional  attachments  to 
impersonal  objects  (trades,  professions,  or  other  interests) 
are  made  with  less  difficulty.  Of  all  the  advantages  that 
occupational  therapy,  nursing,  and  social  service  offer,  the 
most  valuable  include  the  personal  contacts.  They  are  the 
most  valuable  because  they,  more  than  any  other  factor,  reach 
directly  many  of  the  primary  problems  concerning  the  patient 
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—those  of  personal  socialization,  socialization  with  people. 
Impersonal  objects,  of  course,  have  their  intrinsic  values,  but 
the  latter  are  subordinated  to  the  human  relationship  between 
the  patient  and  the  therapist. 

From  the  standpoint  of  psychiatry,  the  emotional  exchanges 
that  take  place  in  the  several  hospital  departments  gain  nu- 
clear importance.  In  order  to  understand  just  what  is  going 
on,  advertently  or  inadvertently,  it  must  be  appreciated  that 
a  special  situation  is  created.  In  the  first  place,  the  psychiatric 
patient  is  one  who  has  regressed  from,  or  who  has  not  pro- 
gressed to,  the  higher  levels  of  adaptation.  Although  there 
are  several  lower  phases  to  which  he  may  regress,  one  of  the 
commonest  regressive  levels  represents  his  own  early  family 
life.  He  feels,  acts,  and  thinks  in  terms  of  childhood.  More- 
over, he  feels,  acts,  and  thinks  in  terms  of  his  own  childhood. 
He  has  regressed  from  environmental  to  familial  socializa- 
tion. This  is  a  most  important  conception  for  the  therapist  to 
keep  in  mind.  Closely  allied  to  this  point  of  view  is  the  con- 
sideration that  many  patients  resent  the  regression ;  they  try 
to  ward  off  the  tendency  to  fall  back  upon  their  own  childhood 
and  their  own  family.  Psychiatric  syndromes  are  very  fre- 
quently encountered  as  a  compromise  against  an  actual  return 
to  the  home  setting  of  childhood.  All  sorts  of  reactions  (emo- 
tional displays,  ideational  disorder — delusions,  hallucinations, 
behavioristic  disturbances)  may  be  the  symbolic  representa- 
tives of  a  defense  against  the  reversion  to  childhood  and  its 
consequent  dependence  upon  the  family  unit.  Technically  this 
is  called  the  Oedipus  complex. 

It  must  be  remembered  that  people  act  as  they  think,  or 
more  correctly,  as  they  feel.  This  tendency  becomes  all  the 
more  marked  in  the  presence  of  a  psychiatric  disorder,  so  that 
the  patient  acts  toward  his  environment  as  if  it  comprised  his 
own  early  family  setting.  To  him  it  is  his  home.  Funda- 
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mentally,  that  is,  emotionally,  to  the  average  psychiatric  pa- 
tient the  hospital  is  a  home.  To  be  certain,  he  recognizes  it 
intellectually  in  terms  of  what  it  actually  is,  but  in  feelings  he 
accepts  it  as  a  reproduction  of  his  childhood  home.  But,  it  was 
said,  he  resents  the  regressive  implication,  he  does  not  want 
to  recede  j  he  wants  to  go  ahead.  Too  frequently  this  last 
point  is  overlooked,  namely,  that  many  patients,  in  the  early 
part  of  their  illness,  desire  to  progress.  With  this  group  in 
particular  the  implications  of  the  psychiatric  adjuncts  achieve 
a  significant  importance. 

In  the  second  place,  the  personnel  of  the  hospital  occupies 
a  special  position.  It  is  made  up  of  members  of  the  family. 
It  is  not  a  group  of  employers,  as  the  patient  sees  it.  It  is  a 
new  family  toward  which  he  may  aspire  to  become  a  part. 
In  technical  terms  it  often  comprises  an  ego-ideal.  It  is  a  fact 
well  known  to  all  that  patients  select  certain  members  toward 
whom  they  express  their  emotions  in  a  kindly  or  unkindly 
manner.  The  patient  "lives  out"  his  repressed  feelings  and 
thoughts  upon  the  personnel  or  upon  some  particular  member 
of  the  personnel.  Often  his  likes  and  dislikes  are  expressed 
vicariously  through  the  concrete  work  he  is  doing,  but  it  may 
often  be  seen  that  the  real  object  of  his  feeling  is  some  person 
in  his  surroundings.  This  living  out  (technically  known  as 
abreaction)  is  a  daily  occurrence  in  any  hospital  department 
and  it  should  be  recognized  for  its  actual  and  deep-lying 
meaning. 

To  the  patient,  any  member  of  the  hospital  is  above  all 
a  human  being,  who  is  placed  there  to  be  with  the  patient. 
Since  the  patient  thinks,  feels,  and  acts  as  a  child,  it  neces- 
sarily follows  that  the  hospital  personnel  become  members 
of  a  family.  The  therapist  is  a  parent-surrogate.  A  new  family 
unit  is  presented  to  the  patient.  Jelliffe  has  shown  the  value 
of  such  a  new  unit  (the  triangular  situation)  in  the  treatment 
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of  certain  psychiatric  situations.  The  patient  who  has  been 
striving  for  a  new,  progressive  family  unit,  is  furnished  this 
new  situation  in  the  hospital. 

Other  patients  in  the  hospital  may  and  often  do  occupy 
the  roles  of  individuals  who  have  meant  something  emo- 
tionally in  the  patient's  earlier  life.  Thus  it  is  not  at  all 
uncommon  for  a  patient  to  develop  an  attraction  or  a  repulsion 
to  one  or  more  patients.  Upon  the  latter  he  lives  out  his 
hopes,  frustrations,  etc.  These  other  patients,  who  may  repre- 
sent parents,  brothers,  sisters,  or  other  influential  persons  in 
the  original  household,  frequently  determine  to  a  great  extent 
the  course  of  the  patient's  illness. 

The  special  point  to  be  kept  in  mind  is  that  patients,  like 
other  human  beings,  possess  feelings  and  emotions  that  seek 
to  be  expressed  in  terms  of  external  objects:  no  matter  what 
the  nature  of  their  surroundings  may  be— their  original  home, 
their  new  (hospital)  home,  the  special  nursing  or  social  serv- 
ice atmosphere— the  same  tendencies  present  themselves.  It  is 
highly  desirable  that  the  leaders  in  these  several  groups  have 
a  keen  appreciation  of  the  salient  features  of  psychophysiology 
and  psychopathology,  not  only  in  order  to  recognize  the 
meaning  and  significance  of  the  activities  of  their  patients, 
but  also  in  order  to  be  in  a  better  position  to  institute  such 
measures  as  may  help  to  foster  a  more  natural  externaliza- 
tion  of  the  patient's  interests.  Obviously  these  leaders  are  not 
psychotherapeutists  in  the  same  sense  that  a  physician  is; 
nevertheless,  they  are  in  a  psychopathological  setting;  they 
cannot  avoid  it;  they  should  not  try  to;  but  they  accomplish 
their  tasks  with  a  facility  dependent  upon  the  depth  of  their 
understanding  of  what  the  patient  is  trying  to  do.  They 
should  be  aware  of  the  direction  and  intensity  of  the  patient's 
interests,  especially  of  those  interests  that  are  expressed  to- 
ward other  people.  It  is  important,  to  be  sure,  that  the  patient's 
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interest  in  the  concrete  impersonal  problems  before  him  be 
observed.  His  earliest  reactions  in  the  hospital  may  be  in 
response  to  some  occupational  task,  thereby  furnishing  the 
most  poignant  clues  in  regard  to  deeply  rooted,  unconscious 
inclinations. 

The  emotional  tendencies  of  the  therapist  are  of  foremost 
importance  to  the  patient.  The  same  thought  holds  true  with 
respect  to  the  physician,  the  nurse,  the  social  worker,  the 
physical  instructor,  the  attendants,  other  patients— in  fact,  to 
all  whom  the  patient  encounters.  It  is  fortunate  that  there  are 
so  many  and  such  varied  approaches,  for  it  gives  the  patient 
the  advantage  of  selecting  those  agents  through  which  his 
emotional  tendencies  are  to  be  released.  A  well-equipped  hos- 
pital offers  the  average  psychiatric  patient  a  far  greater  range 
of  interests  than  he  has  ever  had  before.  This  is  especially 
valid  in  the  case  of  early  psychiatric  situations  and  one  cannot 
help  but  express  the  idea  that  the  principles  of  mental  hygiene 
often  find  their  application  in  a  hospital  setting.  The  thera- 
peutist himself  must  be  free  from  an  overzealous  expression 
of  emotions  that  represent  fixation  at  some  earlier  level  of 
adjustment,  for  it  may  hardly  be  expected  that  a  patient  can 
make  progress  in  the  face  of  such  handicaps.  The  emotions 
of  the  physician  should  be  sufficiently  facile  to  enable  him 
to  take  the  patient  through  successively  higher   forms   of 
adaptation.  It  is  unfortunate  if  the  patient  must  take  the  role 
of  the  doctor,  a  situation  which  sometimes  develops.  The 
therapist  should  be  protected  against  such  an  eventuality. 

Not  infrequently  the  psychiatric  assistant  asks  the  physician 
to  determine  when  the  patient  should  change  the  program  in 
which  he  is  engaged,  for  obviously  it  is  not  advisable  to  con- 
tinue a  type  of  activity  indefinitely.  The  answers  to  this  ques- 
tion can  only  be  given  after  a  review  of  the  patient's  attitude 
toward  his  work  and  his  associates.  The  assistant  is  in  an 
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excellent  position  to  offer  suggestions  to  the  physician  on  a 
basis  of  actual  observations  made  while  the  patient  is  in  a 
special  department.  The  physician  wants  to  know  what  the 
patient  has  accomplished  from  the  standpoint  of  human  rela- 
tions, so  that  he  may  correlate  the  external  manifestations 
with  the  intimate  personal  problems  investigated  and  treated 
by  the  physician  himself.  The  assistant  should  be  capable  of 
instituting  such  changes  in  the  discipline  of  the  patient  as  he 
believes  commensurate  with  the  patient's  progress. 

Information  provided  by  the  anamnesis  enables  the  physi- 
cian to  designate  the  nature  and  extent  of  social  therapy.  It 
indicates,  also,  the  possible  need  for  industrial  therapy.  Hos- 
pital facilities  are  used  extensively  for  the  purpose  of  develop- 
ing trends  of  industrial  interests.  Occupational  therapy  depart- 
ments offer  training  in  assiduity,  patience,  and  esteem  through 
the  use  of  a  wide  variety  of  physical  and  mental  labors.  One 
of  the  objects  of  the  hospital  department  is  to  educate  the 
patient  to  complete  a  useful  assignment.  Social  workers  avail 
themselves  of  the  opportunities  that  prevail  in  vocational 
guidance  centers,  in  which  there  is  an  additional  motive, 
namely,  to  establish  proficiency  in  some  line  of  endeavor  that 
might  be  useful  personally  and  economically.  It  must  be 
stressed  again  that  a  complete  anamnesis  is  the  best  basis  for 
prescribing  hospital  treatment. 

The  three  adjuncts  under  discussion — nursing,  occupational 
therapy,  social  service — play  an  important  part  in  psycho- 
therapy, in  that  they  serve  through  very  practical  channels 
to  build  up  the  resourcefulness  of  the  individual.  They  strive 
to  create  habit  patterns  of  a  substantial,  wholesome  value. 
They  stress  the  usefulness  of  enlarging  upon  the  healthy 
attributes  of  the  personality.  They  help  to  re-enforce  the 
intact  components  of  the  ego;  to  throw  the  balance  in  favor 
of  the  assets.  As  a  consequence  of  the  latter,  the  liabilities, 
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including  the  symptoms  of  the  syndrome,  come  to  occupy  a 
position  of  relatively  lesser  importance.  It  is  often  necessary 
or  desirable,  as  a  first  step  or  series  of  steps  in  treatment,  to 
educate  or  re-educate  the  patient  in  the  ways  indicated  by 
focusing  attention  upon  the  sound  and  healthy  features  of 
the  individual.  While  that  is  going  on,  little  or  no  attention, 
in  a  therapeutic  sense,  may  be  given  to  the  symptoms  of  the 
psychiatric  disorder.  The  symptoms  are  recorded  and  studied, 
but  they  are  not  directly  treated  until  such  time  as  the  patient 
is  able  to  tolerate  a  full  review  of  them.  Certainly  it  cannot 
be  expected  that  the  patient  will  be  able  to  assist  the  physician 
in  lessening  the  baneful  influences  of  the  clinical  syndrome 
while  the  latter  is  in  the  ascendancy.  When,  however,  the 
healthy  components  are  substantially  incorporated  in  the  per- 
sonality, the  individual  is  far  more  capable  of  handling  the 
forces  that  were  so  inimical  to  him,  for  these  now  occupy  an 
inferior  role.  The  patient  is  now  free  to  engage  his  undesirable 
traits  in  open  conflict.  He  challenges  the  disagreeable  forces 
into  action  and  proceeds  to  divest  them  of  their  power.  Psychi- 
atrists are  well  aware  of  the  profitable  influences  of  the  psychi- 
atric adjuncts  that  have  been  described.  They  often  find  that 
such  adjuncts  prepare  the  way  for  the  application  of  psycho- 
therapy from  the  standpoint  of  the  symptoms. 

Before  entering  upon  a  discussion  of  the  attitude  of  psycho- 
biologists  toward  the  symptom-life  of  the  patient,  it  seems 
especially  important  to  state  and  restate  the  idea  that  there  is 
psychotherapy  for  the  intact  functions  of  the  patient.  It  com- 
prises a  synthesis,  a  building  up,  a  construction  or  reconstruc- 
tion. It  has  already  proved  itself  to  be  of  great  consequence 
in  the  total  therapy  of  an  individual  with  a  psychiatric  syn- 
drome. It  is  used  extensively  in  everyday  practice.  It  is  known 
as  psychosynthesis,  but,  because  it  is  applied  to  all  available 
physical  and  mental  factors  in  an  individual,  it  is  suggested 
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that  a  broader  term  might  better  imply  the  many  features 
that  this  form  of  psychotherapy  utilizes.  Psychobiology  means 
the  study  of  the  life  of  the  psyche.  For  the  treatment  phase 
emerging  from  the  study  of  the  individual,  perhaps  the 
expression  "biotherapy"  may  be  suitable.  The  two  major 
aspects  of  biotherapy  might  then  be  designated  as  biosynthe- 
sis and  bioanalysis.  The  former  term  would  refer  to  the 
synthesizing  agents  that  have  just  been  described. 

While  biosynthetic  therapy  is  to  be  generally  recommended 
for  patients  living  in  a  hospital,  it  is  also  applicable  to  those 
remaining  in  the  community.  It  is  a  constant  accompaniment 
of  other  forms  of  psychotherapy,  although  it  reaches  its  high- 
est development  among  psychobiologists.  The  intensity  and 
duration  of  its  application  varies  with  different  patients.  As  a 
rule,  it  may  be  discontinued  when  it  has  caused  the  healthy 
functions  of  the  individual  to  have  priority  over  the  unhealthy. 
The  patient  may  indicate  that  such  a  stage  has  been  achieved 
by  claiming  that,  although  his  symptoms  have  not  changed 
in  kind  or  quality,  he  is  able  to  control  them  more  easily. 
That  type  of  statement  is  extremely  important,  because  it 
means,  among  other  things,  that  the  symptoms,  in  whole  or 
in  part,  have  been  divested  of  their  immoderate  emotional  or 
energic  content. 

Psychiatric  symptoms  gain  their  maximal  importance  by 
virtue  of  the  energies  drawn  to  them.  When  an  individual 
is  healthy,  he  may  not  even  be  aware  of  the  fact  that  he  has 
to  devote  some  of  his  energies  in  keeping  certain  undesirable 
impulses  in  abeyance.  Such  impulses  may  be  taken  care  of 
"reflexly,"  or,  according  to  Freud,  in  the  sphere  of  the  un- 
conscious. Other  individuals  who  may  be  described  as  mildly 
peculiar  may  have  to  exercise  themselves  (use  energy)  more 
vigorously  j  they  have  to  turn  over  a  modest  share  of  their 
energies,  and,  of  course,  attention,  to  their  conflicts  or  prob- 
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lems.  Others  may  have  to  contribute  a  still  larger  share  of 
their  energies  to  the  management  of  inclinations  or  impulses 
that  are  inimical  to  them.  This  means  that  there  is  a  shifting 
of  energies  from  healthy  to  unhealthy  components  ;  it  is  ordi- 
narily a  reversible  process,  particularly  in  the  early  phases  of 
psychiatric  illnesses.  A  certain  quantity  of  energy  will  remain 
more  or  less  fixed  to  the  syndrome.  As  the  syndrome  grows, 
more  energy  is  required  for  it,  until  eventually,  as  in  the  late 
phases  of  schizophrenia,  the  disproportion  in  the  distribution 
of  energy  is  overwhelmingly  in  favor  of  the  syndrome.  That 
is  not  the  situation,  however,  in  the  average  individual  with  a 
psychoneurotic  condition.  In  the  latter  instance  there  are  at 
least  two  important  differences.   In  the  first  place,  in  the 
psychoneuroses  the  greater  part  of  the  patient's  energies  are 
mobile  j  the  emotions  may  shift,  not  perhaps  with  ease,  from 
the  healthy  to  the  unhealthy  components ;  at  times  they  may 
appear  to  the  patient  to  be  preponderantly  on  the  side  of 
health,  while  at  another  time  they  may  seemingly  be  attached 
en  masse  to  the  clinical  syndrome. 

There  is  a  second  important  difference  between  the  aver- 
age psychoneurotic  and  the  psychotic  individual.  This  differ- 
ence, too,  possesses  practical  significance.  Among  many  psycho- 
neurotic individuals,  the  intact  or  healthy  components  remain 
more  or  less  fixed,  that  is  to  say,  the  assets  continue  relatively 
unchanged  for  years.  It  is  a  well-established  observation  that 
certain  psychoneurotic  people  may  continue  to  engage  in  very 
constructive  pursuits,  indeed,  that  they  may  progressively 
improve  their  aptitudes.  This  fixation  of,  or  enhancement  of, 
wholesome  capacities  may  coexist  with  a  psychoneurotic  syn- 
drome of  varying  intensity  and  extensity.  A  psychoneurotic 
syndrome  may,  in  its  inception,  be  composed  of  one  or  two 
symptoms.  These  may  be  the  only  symptoms  for  a  long  time. 
If  they  are  severe,  they  take  up  a  larger  share  of  the  patient's 
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energies.  It  is  not  uncommon,  however,  for  additional  symp- 
toms to  be  engrafted  upon  the  original  one  or  two.  Sometimes 
manifold  symptoms  are  added.  Phobias  originally  expressed 
in  a  limited  number  of  ways  may  come  to  be  expressed  in  an 
apparently  limitless  number  of  ways.  This  pyramiding  of 
symptoms  may  or  may  not,  however,  consume  a  propor- 
tionately large  share  of  energies.  The  patient  may  succeed  in 
retaining  sufficient  energies  for  a  relatively  healthy  set  of 
activities.  In  the  latter  case,  the  energies  originally  given  over 
to  the  early  symptoms  are  shared  with  the  subsequently  ac- 
quired symptoms.  That  is  to  say,  there  is  a  dilution  of  the 
energies  originally  applied  to  incipient  symptoms.  There  is 
still  another  possibility:  energies  may  leave  the  original 
symptoms  altogether  and  become  attached  to  the  superimposed 
symptoms.  It  is  highly  desirable  to  know,  therefore,  first, 
the  quantity  of  energy  allocated  to  a  syndrome,  and,  second, 
whether  that  energy  is  identified  with  the  original  syndrome 
or  with  one  of  its  many  substitutes  or  secondary  forms  of 
elaboration. 

This  knowledge  relative  to  the  quantity  and  distribution  of 
energies  may  be  put  to  practical  service.  The  physician  may 
expect  a  favorable  result  through  therapy  when  he  en- 
counters a  psychiatric  patient  who  possesses  certain  assets  and 
liabilities.  The  assets  are  these:  a  healthy  physique ;  an  adjust- 
ment to  social  life  (marital,  companionable,  recreational) 
which  is  sustained  even  though  with  difficulty;  and  a  retention 
of  industrial  capacities  that  is  not  substantially  interfered  with 
by  the  psychiatric  disorder.  The  liabilities  are:  a  clinical  syn- 
drome from  which  the  patient  wishes  to  be  liberated ;  a  so- 
called  focal,  not  a  diffuse,  set  of  symptoms,  focal  in  the  sense 
that  the  range  is  comparatively  small  and  the  syndrome  be- 
comes acutely  bothersome  to  the  individual  only  under  specific 
circumstances  (e.g.,  a  claustrophobia,  an  arithmomania). 
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DIRECT  PSYCHOTHERAPY  BY  THE  PHYSICIAN 
The  treatment  procedures  adapted  to  patients  connected 
with  the  civil  state  hospitals  of  New  York  state  closely  repre- 
sent those  recommended  by  psychobiologists.  They  are  in 
large  measure  the  result  of  the  influences  brought  to  bear  upon 
the  state  hospitals  by  Adolf  Meyer,  while  director  of  the 
New  York  State  Psychiatric  Institute  and  Hospital.  The  pro- 
cedures include  direct  and  indirect  forms  of  psychotherapy. 
The  direct  form  comprises  a  review  with  the  patient  of  his 
life  activities  as  they  actually  appeared  to  him  and  to  those 
with  whom  he  was  associated.  An  effort  is  made  to  give  the 
patient  insight  into  the  favorable  and  unfavorable  features  of 
his  career,  with  the  hope  that  he  may  relinquish  habits  of 
thinking,  feeling,  and  acting  that  have  proved  detrimental  to 
him.  Furthermore,  the  patient  is  taught  the  physiology  of  the 
body  and  of  the  mind;  this  is  an  extremely  useful  part  of 
the  total  therapy,  for  a  very  large  number  of  patients  are 
known  to  be  quite  unfamiliar  with  either.  This  lack  of  intelli- 
gence regarding  physiology  is,  perhaps,  not  nearly  as  impor- 
tant as  the  results  thereof.  Patients  develop  phantastic  notions 
regarding  the  functions  of  the  body  and  mind  and  it  is  often 
helpful  to  have  these  phantastic  ideas  supplanted  by  facts. 
The  facts  of  living  constitute  one  of  the  bulwarks  of  the 
psychobiologist. 

The  indirect  forms  of  psychotherapy  are  definitely  de- 
signed to  build  up  the  assets  of  the  patient  in  terms  of  the 
environment.  When  it  is  realized  that  the  civil  state  hospitals 
receive  a  large  number  of  patients  with  inadequate  environ- 
mental contacts,  it  is  manifestly  of  great  value  to  make  good 
the  deficiency.  Many  of  our  patients  are  essentially  familiar 
with  only  two  forms  of  environment,  the  home  and  the 
hospital.  Theirs  is  a  remarkably  incomplete  development.  It  is 
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extremely  difficult,  even  for  a  psychiatrist  who  has  had  much 
experience  with  these  patients,  to  grasp  the  import  of  such  a 
restricted  type  of  living.  From  home  to  hospital!  It  requires 
only  a  superficial  knowledge  of  the  implications  of  such  a 
narrow  career  to  appreciate  the  fact  that  a  tremendous  re- 
sponsibility is  placed  upon  the  state  to  make  the  hospital 
facilities  attractive  and  helpful.  We  have  already  indicated 
that  the  hospital  takes  on  the  character  of  a  foster  home  under 
professional  guidance.  But  it  is  more  than  a  home;  it  pos- 
sesses the  facilities  of  extra-familial  environments.  It  has 
practical  trade  schools,  offering  experiences  in  plumbing, 
electrical  work,  power  engineering,  tinsmithing,  building,  road 
construction,  and  many  allied  trades.  There  is  the  department 
of  arts  and  crafts;  there  are  various  housekeeping  assign- 
ments. Then  there  are  the  contacts  with  people.  We  often 
encounter  patients  who  have  never  before  associated  with  so 
many  persons.  To  be  sure,  many  of  them  may  not  be  helpful 
to  him;  yet  it  is  an  observed  fact  that  some  patients  get  most 
out  of  their  hospital  life  by  virtue  of  the  friendships  estab- 
lished there.  The  recreational  facilities  are  invaluable— danc- 
ing, teas,  card  games,  sports,  and  the  like.  The  psychobiologist 
is  keenly  alert  to  the  meaning  of  these  very  ordinary  forms 
of  activities,  which  are  often  entirely  new  to  the  patient. 

They  are  the  facts  of  living  upon  which  Meyer  has  laid 
so  much  emphasis.  One  may  now  see  more  clearly  the  need 
for  the  different  psychotherapeutic  approach  applied  to  the 
psychoneurotic  group  and  to  the  psychotic  group  of  patients. 
The  factors  that  the  psychiatrist  is  called  upon  to  treat  are 
different  in  each  group. 

The  statistical  analysis,  reported  in  Chapter  V,  is  a  reflec- 
tion in  part  of  the  activities  carried  out  in  the  name  of  objective 
psychobiology.  The  reports  of  the  New  York  State  Psychiatric 
Institute  and  Hospital  imply  the  use  of  psychotherapeutic 
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attitudes  derived  from  the  formulations  of  Meyer  and  of 
Freud.  The  hospital  undertakes  the  treatment  of  a  relatively 
large  number  of  psychoneurotic  and  psychotic  patients,  inso- 
far as  the  latter  belong  to  the  group  that  is  not  known  to  have 
an  organic  etiology.  Owing  to  this  fact,  it  has  incorporated 
in  its  treatment  procedures  many  of  the  features  of  both 
schools. 

We  know  of  no  statistics  that  refer  exclusively  to  the  clinical 
outcome  in  patients  treated  by  the  attitude  known  as  objec- 
tive psychobiology.  It  is  the  consensus  of  opinion  among 
physicians  in  the  New  York  State  Department  of  Mental 
Hygiene  that  their  treatment  procedures  are  patterned  after 
the  attitude  of  Meyer,  and  we  have,  therefore,  taken  it  upon 
ourselves  to  subsume  the  many  psychotherapeutic  activities 
identified  with  the  department  under  the  heading  "objective 
psychobiology." 

COMMENTS 

The  therapeutic  agents  used  by  the  psychobiologist  are 
different  from  those  used  by  the  psychoanalyst.  This  may  be 
due  to  the  difference  in  the  general  type  of  patients  with 
whom  each  has  had  most  to  do:  up  to  the  present  time,  the 
psychobiologist  has  focused  his  interests  mainly  upon  psy- 
chotic patients,  while  the  psychoanalyst  has  devoted  his  atten- 
tion almost  exclusively  to  psychoneurotic  patients.   In  the 
beginning  of  the  present  century,  the  division  of  interests  was 
far  more  marked  than  it  is  at  the  present  time.  The  psycho- 
analyst worked  in  a  special  setting,  with  special  patients,  and 
with  a  special  technique.  The  psychobiologist  was  working  at 
the  same  time  in  a  different  setting,  with  different  patients, 
and  with  a  different  technique.  Gradually  the  two  lines  of 
investigation  converged  and  at  the  present  time  they  overlap 
to  an  appreciable  degree,  to  the  mutual  advantage  of  each. 
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Some  investigators  have  availed  themselves  of  the  training 
provided  by  both  schools,  and  have  expressed  themselves  as 
favorably  inclined,  under  given  circumstances,  to  use  parts 
of  both. 

Early  in  the  present  century,  the  psychobiologist  began 
to  study  the  mental  aspects  of  psychotic  patients  from  the 
standpoint  of  psychoanalytic  conceptions.  It  soon  became  ap- 
parent that  through  psychoanalysis  as  an  investigative  pro- 
cedure he  could  gain  a  far  more  comprehensive  and  intelligent 
understanding  of  his  patients  than  he  had  been  able  to  gain 
before  the  advent  of  Freud.  A  rich  literature  sprang  up  to 
show  that  there  were  many  psychic  similarities  between  the 
psychoses  and  the  psychoneuroses.  The  principles  of  Freudian 
psychology  have  since  permeated  the  field  of  the  psychoses  to 
a  great  extent.  During  the  earlier  years,  it  was  observed  that 
psychoanalysis  as  a  therapeutic  procedure  appeared  to  have 
considerable  value  among  psychoneurotic  individuals,  but  it 
was  relatively  inconsequential  therapeutically  in  the  group 
of  psychoses.  Psychoneurotic  patients  met  many  of  the  require- 
ments attendant  upon  a  successful  application  of  psycho- 
analysis. Among  other  advantages  the  psychoneurotic  individ- 
ual was  generally  cooperative ;  he  usually  resided  in  the 
community  and  retained  a  fair  semblance  of  social  and  eco- 
nomical adaptation.  There  were  practically  no  psychiatric 
hospital  facilities  for  him.  The  psychoanalytically  trained 
psychiatrists  were  compelled,  therefore,  to  set  up  private 
offices  in  order  to  attract  psychoneurotic  patients  to  them. 
That  was  the  only  available  way  by  which  psychoanalysis  as  a 
therapeutic  agent  could  be  tested. 

A  group  of  well-informed  psychiatrists  soon  began  to  ex- 
press themselves  as  favorably  impressed  with  the  possibilities 
of  the  procedure.  As  they  became  convinced  of  its  plausibility, 
they  formed  organizations.  There  is  at  the  present  time  an  in- 
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ternational  society  for  psychoanalysis  with  branches  in  almost 
all  countries.  To  these  facilities  were  added  official  publications. 
Except  in  isolated  instances,  the  psychoanalytic  movement  has 
developed  under  the  guidance  of  psychiatrists,  a  condition 
that  is  now  becoming  even  more  secure.  It  was  only  a  few 
months  ago  that  a  section  on  psychoanalysis  was  created  in  the 
American  Psychiatric  Association.  The  consummation  of  this 
merger  was  in  large  part  due  to  the  fact  that  psychoanalytic 
psychiatrists  had  been  able  to  demonstrate  over  the  years  that 
applied  psychoanalysis  was  a  useful  psychotherapeutic  pro- 
cedure. Moreover,  psychiatrists  who  had  not  devoted  them- 
selves exclusively  to  the  practice  of  psychoanalysis,  but  who 
had  incorporated  it  into  their  other  interests,  were  aware  of 
its  value,  and  desired  to  avail  themselves  of  the  opportunity 
to  seal  their  concurrence  by  official  affiliation. 

The  official  union  of  the  two  groups  (psychoanalytic  and 
psychobiological)  was  appreciably  enhanced  by  developments 
in  the  two  fields.  For  a  period  of  years  a  steadily  increasing 
number  of  psychoneurotic  individuals  had  been   (and  still 
are)  seeking  admission  to  psychiatric  hospitals.  In  the  early 
part  of  the  century  there  were  practically  no  facilities  therein 
for  them.  Although  opportunities  for  them  have  since  devel- 
oped to  a  very  limited  extent,  it  has  proved  to  be  an  invalu- 
able move  in  those  centers  in  which  provision  has  been  made. 
New  York  state,  for  instance,  has  demonstrated  the  inestimable 
value  of  psychiatric  facilities  for  psychoneurotic  individuals. 
Although  the  New  York  State  Psychiatric  Institute  and  Hos- 
pital was  not  created  for  psychotherapeutic  purposes  alone, 
it  was  intended  that  psychotherapeutic  methods  be  studied 
and  applied  with  reference  to  amenable  patients.  The  psycho- 
neurotic group,  for  instance,  constitutes  about  20  percent  of 
its  total  hospital  population.  During  the  year  I933"34  this 
hospital  admitted  97  psychoneurotic  patients  for  treatment  in 
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its  outpatient  department.  The  total  number  of  patients  re- 
ceived for  treatment  during  the  same  year  in  the  same  depart- 
ment was  172.  This  means  that  approximately  56  percent  of 
the  total  number  of  patients  accepted  for  treatment  were  diag- 
nosed as  psychoneurotic.  A  smaller  percentage  (about  11  per- 
cent) were  diagnosed  as  having  a  manic-depressive  syndrome. 
About  7  percent  were  classed  as  dementia  praecox. 

We  emphasize  here  the  trend  of  development:  the  con- 
crete clinical  results  will  be  presented  and  discussed  later. 
The  psychoneuroses  are  progressively  entering  into  the 
province  of  psychiatric  hospitals.  The  same  general  trend, 
namely,  the  association  of  the  psychoses  with  settings  that 
are  more  or  less  genuinely  psychoanalytic,  is  also  observed  in 
the  report  of  the  Berlin  Psychoanalytic  Institute.  Among  the 
total  number  of  patients  (604)  accepted  for  treatment  at  the 
latter  institute,  about  16  percent  (98  patients)  were  classed 
as  psychotic.  All  of  this  points  definitely  to  certain  well-defined 
similarities  of  interests,  the  initial  approaches  to  which  were 
carried  on  in  separate  fields  by  qualified  psychiatrists.  Within 
the  past  decade,  as  a  result  of  the  reports  issuing  from  each 
unit,  there  has  been  a  closer  relationship  established  between 
the  two.  It  appears  that  these  developments  and  their  mean- 
ings should  serve,  among  other  purposes,  to  encourage  the 
movement  to  include  psychotherapy  in  legislation  relating  to 
medical  practice.  New  York  state  itself,  through  its  Depart- 
ment of  Mental  Hygiene  has  tacitly  provided  some  of  the 
most  forceful  reasons  for  it. 

The  objective  psychobiologist  not  only  has  a  different  atti- 
tude toward  the  field  of  psychiatry,  but  the  problems  that 
he  encounters  vary  appreciably  from  those  met  by  the  psycho- 
analyst, the  individual  psychologist,  and  the  analytical  psy- 
chologist. In  general,  it  may  be  said  that  the  psychiatrists  of 
the  last  three  groups  treat  the  milder  psychoneurotic  dis- 
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orders.  Up  to  the  present,  they  have  not  interested  themselves 
to  any  significant  extent  in  the  organic  psychiatric  problems 
or  in  the  severer  psychoneuroses  or  psychoses.  The  psycho- 
biologist,  on  the  other  hand,  has  had  essentially  the  reverse 
experience.  The  literature  that  has  come  from  the  school  of 
psychobiology  is  characterized  by  a  paucity  of  information 
with  respect  to  the  psychoneuroses,  and  by  a  richness  with 
regard  to  the  somatogenic  and  psychogenic  psychoses.  The 
discrepancy  arises  perhaps  because  the  psychobiologist  is  es- 
sentially a  hospital  practitioner  and  because  a  relatively  small 
number  of  psychoneurotic  patients  are  in  psychiatric  hospitals. 
This  state  of  affairs  is  undergoing  a  gradual  change,  in  that 
the  psychoanalytically  trained  psychiatrist  is  coming  into  a 
fuller  knowledge  of  the  problems  studied  by  the  psycho- 
biologist  and  vice  versa. 

Another  point  of  interest  relates  to  the  vocational  status  of 
patients  treated  by  the  psychobiologist  and  by  the  psycho- 
analyst. The  former  is  almost  exclusively  concerned  with 
patients  who,  in  view  of  their  illness,  have  to  relinquish  their 
vocational  contacts  for  a  variable  period.  They  cease  being 
wage  earners ;  during  their  illness  they  fall  back  upon  the 
members  of  their  family  or  upon  public  charity.  The  psycho- 
analyst, on  the  other  hand,  treats  patients  whose  vocational 
activities  are  uninterrupted  or  whose  finances  are  such  that, 
even  though  they  do  not  carry  on  their  usual  activities  during 
the  treatment  period,  they  are  not  dependent  upon  others. 
It  becomes  a  part  of  the  therapeutic  responsibility  of  the 
psychobiologist  to  provide  vocational  activities  for  the  patients. 
The  modern  psychiatric  hospital  makes  such  provisions. 

Further,  the  psychobiologist  must  create  a  new  social  en- 
vironment for  his  patients.  It  has  already  been  pointed  out 
that  one  of  the  principal  functions  of  the  psychiatric  hospital 
is  to  socialize  the  patient  in  as  many  ways  as  possible  both 


14°  Psychobiology 

during  and  after  hospitalization.  The  psychoanalyst  is  ordi- 
narily spared  this  responsibility,  for  his  patients  usually  con- 
tinue their  social  contacts  throughout  treatment.  It  is  often 
the  duty  of  the  psychobiologist  to  make  the  environment  a 
part  of  the  patient's  life,  because  so  many  of  his  patients  have 
a  remarkably  inadequate  "environment  life."  They  are  pre- 
eminently self-contained. 

The  psychobiologist  often  has  to  provide  a  new  home  for 
his  patients.  The  new  home  must  be  more  than  a  physical 
structure.  It  must  have  a  new  family  unit.  When  one  realizes 
the  profound  influences  that  the  members  of  the  family  exert 
upon  one  another,  it  is  obvious  that  the  psychobiologist  as- 
sumes a  tremendous  responsibility  when  he  undertakes  to 
provide  new  parents  and  new  siblings.  The  surprise  is  that 
he  often  succeeds  in  making  the  patient  feel  at  home. 

To  the  psychobiologist,  the  members  of  the  patient's  family 
are  an  integral  part  of  the  patient's  illness.  The  same  holds 
true  for  the  psychoanalyst;  but  the  former  actually  meets, 
talks  with,  works  with,  and  treats  members  of  the  family, 
whereas  the  psychoanalyst  meets  members  of  the  family  only 
as  they  appear  in  the  mind  of  the  patient.  Some  of  the  reasons 
for  this  difference  in  technique  are  obvious.  It  is  conceivable 
that  the  attitude  the  mild  psychoneurotic  takes  toward  mem- 
bers of  the  family  is  more  important  than  the  realities  of  the 
family  life.  If  it  is  assumed  that  the  behavior  of  members  of 
the  family  is  natural  and  wholesome,  then  it  seems  reasonable 
to  treat  only  the  morbid  attitude  of  the  patient.  It  is  not 
known,  however,  that  there  are  any  great  differences  in  the 
families  of  psychoneurotic  and  of  psychotic  patients.  Perhaps 
there  are.  But  there  are  two  research  attitudes,  one  having  to 
do  directly  with  the  realities  that  face  a  patient,  the  other 
striving  to  effect  changes  from  the  standpoint  of  the  deep- 
lying  impulses  in  the  mind  of  the  patient.  The  psychoanalyst 
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has  different  material  upon  which  to  work,  for  his  average 
patient  is  fairly  well  integrated ;  the  average  psychoneurotic 
is  more  highly  integrated  in  the  home  and  in  the  community. 
The  average  psychotic  is  poorly  integrated. 

The  psychobiologist  also  pays  much  attention  to  matters 
of  somatobiology.  This  may  be  accounted  for,  in  part,  by  the 
situations  that  he  actually  encounters.  The  asthenic  schizo- 
phrenic patient  often  shows  a  definite  change  toward  abnor- 
mality or  anomaly.  Vagotonia  is  not  infrequently  observed; 
the  symptoms  and  signs  are  real,  and  include  contraction  of 
the  pupil,  accommodation  spasm,  widening  of  the  palpebral 
fissure,  increase  in  salivation  and  lachrymation,  vasodilation 
of  the  vessels  of  the  skin  of  the  face  and  head,  slowing  of 
the  pulse,  low  blood  pressure,  gastric  peristalsis,  and  pyloric 
and  cardiac  spasm.  "The  real  etiology  of  vagotonia  must  be 
sought  in  some  disturbance  of  the  internal  secretions"  (Ep- 
pinger  and  Hess).  Pende  has  contributed  some  highly  informa- 
tive data  on  the  question  of  the  vagotonic  microsplanchnic 
constitution.  The  association  of  lymphatism  and  vagotonia 
has  often  been  observed.  Pfaundler  and  Staerk  interpret 
lymphatism  as  an  expression  of  a  congenital  insufficiency  and 
of  an  abiotrophy  of  the  mesenchyma  and  its  derivatives. 

From  the  literature  one  is  forced  to  conclude  that  there 
is  a  parallelism  between  the  inadequate  and  insufficient  psyche 
and  the  soma  of  the  schizophrenic  patient.  It  seems  to  me 
that  one  of  the  most  important  branches  of  research  in  psy- 
chiatry has  to  do  with  the  field  of  constitutional  medicine. 
There  are  some  fundamental  laws  of  growth— those,  for 
example,  of  Godin,  Bichat,  Viola— that  seem  to  be  reflected 
in  many  of  our  psychiatric  patients. 

These  allusions  to  somatic  issues  comprise  some  of  the 
reasons  why  a  psychobiologist  remains  also  a  somatobiologist. 
He  must  be  both,  for  he  encounters  problems  in  both  fields. 
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Whether  an  equivalent  situation  is  met  among  the  milder 
psychiatric  states  (psychoneuroses)  is  still  to  be  determined. 
Psychiatrists  have  been  so  occupied  with  studies  on  the  psy- 
choses that  very  little  attention  has  been  given  to  the  psycho- 
neuroses.  It  is  natural  that  overt  and  obvious  signs  and 
symptoms  gain  attention  first. 


>■ 


IV:    Individual  Psychology,  adler 

and 
Analytical  Psychology,  JUNG 

In  the  early  part  of  the  present  century,  two  of  Freud's 
colleagues  left  his  special  field  of  investigation  to  undertake 
studies  from  other  points  of  view.  Freud  was  occupied  at  the 
time  with  observations  on  the  psychical  development  of  the 
patient  from  the  standpoint  of  ontogenetic  evolution.  His 
researches  were  focused  on  the  relationship  of  personal  expe- 
riences to  the  emotional  growth  of  the  patient.  Jung,  who 
had  been  impressed  with  the  better  understanding  of  the 
psychology  of  patients  from  the  standpoint  of  psychoanalysis, 
began  to  investigate  the  psyche  of  patients  with  dementia 
praecox.  Freud  had  already  given  some  very  important  clues 
to  some  of  the  mental  mechanisms  operating  in  such  patients, 
but  his  observations  were  largely  restricted  to  the  paranoid 
type.  The  paranoid  reaction  is  often  seen  in  individuals  who 
have  gained  and  maintained  a  moderately,  or  even  a  richly, 
successful  adaptation  to  the  environment.  In  his  observations 
on  the  Schreber  case,  Freud  made  one  of  his  most  notable 
contributions  j  the  Schreber  case  was  understandable  in  terms 
of  the  life  experiences  of  the  patient.  Jung  saw,  however, 
that  there  were  a  large  number  of  dementia  praecox  patients 
whose  mental  operations  were  not  clearly  definable  in  terms 
of  personal  experiences.  He  observed  in  these  cases  ideas  and 
feelings  that  seemed  to  arise  outside  of,  and  to  be  expressed 
in  a  manner   foreign  to,  the  personal   experiences   of   the 
patient's  lifetime.  He  noted  formal  resemblances  between 
many  of  the  symptoms  of  dementia  praecox  and  many  of  the 
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mental  features  usually  associated  with  primitive  peoples.  It 
occurred  to  Jung  that  the  dementia  praecox  patient  might 
regress  beyond  ontogenesis.  Some  of  Jung's  conceptions  from 
the  standpoint  of  phylogeny  are  particularly  enlightening  j 
they  have  increased  our  understanding  of  several  of  the  symp- 
toms of  dementia  praecox  that  cannot  be  as  well  understood 
through  the  formulations  of  psychoanalysis. 

Adler  took  another  course  for  his  research  interests.  He 
began  to  study  the  physique  of  the  patient,  not  alone  from 
the  standpoint  of  pathology  in  its  usual  sense,  but  particularly 
from  that  of  the  influence  of  actual  or  imagined  pathology 
and  anomaly  upon  the  growing  psyche.  He  studied  the  patient 
from  an  energic  point  of  view,  with  the  ultimate  aim  of 
determining  the  bearing  of  physical  factors  upon  the  psychol- 
ogy of  the  individual.   He  combined  some   of  his  earlier 
concepts  in  a  monograph,  Study  of  Organ  Inferiority  and  its 
Psychical  Compensation.  Therein  he  established  the  general 
doctrine  that  an  important  function  of  the  psyche  rests  in 
its  capacity  to  react  in  specific  ways  to  inferior  organs  or 
organic  systems.   His   preliminary   observations   were   of  a 
promising  character,  for  it  was  at  about  that  time  that  the 
groundwork  was  being  laid  for  a  new  orientation  relative  to 
psychosomatic  relationships.   The  latter   topic  was,   indeed, 
under  scientific  investigation  in  the  field  known  as  constitu- 
tional medicine.  Adler,  however,  did  not  pursue  his  interests 
with  the  vigor  expected  by  others.  In  fact,  he  abandoned  the 
field  in  favor  of  studies  that  were,  and  continue  to  be,  almost 
exclusively  in  the  realm  of  the  psyche.  His  earlier  writings 
contained  many  of  the  formulations  that  had  come  out  of  the 
psychoanalytic  school,  but  he  later  withdrew  from  Freudian 
terminology  and  conceptions.   The  group   of  psychological 
conceptions  assembled  by  him  comprise  what  is  known  as 
"individual  psychology," 
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Adler's  formulations  are  built  around  the  idea  that  the 
psyche  is  divided  into  two  portions,  namely,  a  conscious  and 
an  unconscious.  He  does  not  believe  that  the  unconscious 
sphere  is  as  important  as  Freud  conceives  it  to  be.  To  Adler, 
the  unconscious  contains  "biological  memories"  that  are  bound 
up  with  emotions.  The  memories  are  derived  from  the  per- 
sonal experiences  of  the  individual.  This  leads  Adler  to  the 
conception   that   each   individual   possesses   contents   in   the 
unconscious  that  are  peculiar  to  him  alone.  Therein  doubt- 
less lies   one   of  the   reasons   for   the   choice   of  the   term 
"individual  psychology."  No  two  people  can  have  the  same 
content  of  the  unconscious  because  no  two  people  pass  through 
exactly  the  same  experiences.  Moreover,  according  to  Adler, 
account  must  be  taken  of  the  special  feeling  invested  in  any 
set  of  experiences:  what  is  important  in  the  experiential  life 
of  one  man  may  be  relatively  unimportant  in  that  of  another. 
Every  individual  is  born  with  some  defect.  This,  as  a  rule, 
has  an  organic  basis.  Other  individuals  have  imaginary  organic 
illnesses.  Whether  the  source  of  defect  be  organic  or  psychical, 
it  is  believed  by  Adler  that  the  individual  in  his  growth 
towards  maturity  is  more  or  less  constantly  striving  to  over- 
come the  real  or  alleged  defect.  The  focusing  of  interests 
upon  his  impairment  compels  the  individual  to  seek  such 
contacts  with  the  environment  as  will  serve  to  remove  or 
ameliorate  the  effects  of  the  inferiority.  According  to  this 
point  of  view,  different  types  of  personalities  are  the  out- 
come of  overeactions  or  overcompensations  to  inferiorities. 
Apparently  the  unconscious  plays  a  distinctive  role  in  that  it 
impels  the  individual  to  act  in  definite  ways. 

Adler  lays  much  stress  upon  what  he  calls  the  life  goal, 
referring  thereby  to  the  notion  that  every  individual  develops 
a  goal  which  he  hopes  to  attain.  The  goal  is  the  final  level  of 
adaptation  to  which  the  individual  aspires.  Therefore,  there 
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is  a  great  span  of  years  between  the  early  development  of  the 
goal  idea  and  its  final  achievement  in  reality.  The  goal  idea 
is  identified  with  the  feeling  of  inferiority,  that  is  to  say,  each 
is  closely  related  to  the  other.  Every  person  is  guided  by  two 
major  factors:  first,  the  inferiorities  derived  from  his  past  life j 
and,  second,  the  superiorities  or  the  goal  ideas  to  be  attained 
in  the  future.  The  past  and  the  future  apparently  combine 
their  forces  to  create  present  behavior.  The  behavior  is  called 
the  style  of  life.  It  is  presumably  a  conscious  factor  in  the 
individual,  who  apparently  knows  the  nature  of  his  inferiori- 
ties and  of  his  superiorities.  His  contacts  with  reality,  there- 
fore, comprise  efforts  that  serve  to  minimize  the  former  and 
exaggerate  the  latter. 

The  goal  of  the  individual  is  obviously  in  the  sphere  of 
imagination.  It  is  something  towards  which  he  aspires  but 
which  he  has  not  yet  been  able  to  attain.  Moreover,  because 
the  goal  is  constructed  out  of  the  phantasy  life  of  the  indi- 
vidual it  is  usually  so  great  as  to  be  unattainable:  the  stand- 
ard has  been  set  too  high.  The  goal  is  called  a  directive 
fiction.  Around  it,  all  of  the  endeavors  of  life  are  built.  An 
important  conception  of  Adler  lies  in  the  consideration  that 
inferiorities  and  superiorities  are  in  equilibrium  with  one  an- 
other. The  greater  the  feelings  of  inferiority  the  greater  the 
feelings  of  superiority. 

When  an  individual  is  impeded  in  his  efforts  to  move  in  the 
direction  of  his  goal  idea,  he  believes  that  the  environment 
is  at  fault  and  develops  more  or  less  severe  reactions  against 
it.  He  believes  the  environment  to  be  hostile  to  him,  but  he 
tries  to  gain  his  goal  in  spite  of  the  obstacles  raised.  Too  often, 
however,  reality  is  more  vigorous  than  the  phantastic  goal. 
Since  the  individual  is  energetically  faithful  to  his  goal  idea 
rather  than  to  the  environment,  he  reacts  to  restrictions  by 
becoming  either  antisocial  or  asocial.  In  the  first  instance  he 
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may  lead  a  criminal  career ;  in  the  second,  he  retires  within 
himself  and  begins  to  build  up  a  wealth  of  phantasies  which 
he  believes  enable  him  to  achieve  his  goal  idea.  One  of  the 
principal  differences  between  a  normal  individual  and  a  neu- 
rotic is  represented  by  the  ability  of  the  normal  individual  to 
carry  out  his  will  to  power  in  terms  of  reality.  The  neurotic 
individual  on  the  other  hand  succumbs  to  the  superior  environ- 
ment and  is  compelled  to  fall  back  upon  his  own  phantasies. 
Adler  expresses  the  idea  that  emotions  arise  as  a  direct 
result  of  the  individual's  own  desires.  That  is  to  say,  the 
individual  is  in  full  and  complete  command  of  his  emotions. 
The  emotions  obey  the  man,  the  man  does  not  obey  his 
emotions.  If  this  is  true  then  we  must  give  far  more  weight  to 
the  meaning  of  ideas  than  to  the  meaning  of  emotions. 

To  Adler,  psychotherapy  comprises  in  the  main  a  study  of 
the  life  plan  together  with  the  goal  idea  by  which  the  life 
plan  is  apparently  determined.  The  past  life  of  the  individual 
is  important  only  in  the  sense  that  it  enables  the  psycho- 
therapeutist  to  gain  an  understanding  of  the  direction  in  which 
the  ideas  are  expressed.  He,  therefore,  has  little  interest  in 
an  analysis  of  the  past  experiences  of  the  individual ;  with  a 
knowledge  of  the  life  plan  of  the  patient  and  a  recognition  of 
how  far  the  individual  has  departed  from  reality  in  his  efforts 
to  gain  his  goal  idea,  Adler's  therapy  consists  in  synthesizing 
the  future  activities  of  the  patient. 

Adler  recommends  as  the  first  step  that  the  physician 
"identify  the  real  causes  of  the  feeling  of  inferiority."  He 
says  that  "the  sense  of  impotence,  or  the  'feeling  of  inferiority' 
is  the  root-conception  of  Individual  Psychology."  Having 
established  the  causes  for  the  patient's  troubles,  Adler  at- 
tempts to  give  the  patient  insight  into  his  difficulties  and 
"to  transfer  his  egocentric  interest  to  social  life  and  useful 
activity."  He  adds  that  "we  remain  convinced  that  the  cure 
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of  all  mental  disorder  lies  in  the  simpler,  if  more  laborious 
process,  of  making  the  patient  understand  his  own  mistakes." 
Crookshank  defines  individual  psychology  as  "benevolent 
comradeship."  Encouragement,  persuasion,  and  suggestion 
play  an  important  part  in  the  treatment  of  the  patient. 

The  feeling  of  inferiority  may  become  sufficiently  pro- 
nounced to  lead  to  the  fear  of  defeat.  The  latter  may  become 
"the  focus  of  life,"  to  which  the  individual  subordinates  all 
other  problems  of  his  career.  Adler  cites  the  example  of  an 
individual  with  a  fear  of  dirt,  whose  entire  activities  revolve 
around  the  fear.  "Such  a  mistaken  focus  of  attention  is  typi- 
cal of  neurosis  in  general."  States  of  tension  are  a  consequence 
of  the  fear  and  provide  "the  initial  mental  or  bodily  dis- 
turbances, which  are  of  various  kinds  according  to  the  style 
of  life  and  the  native  organic  weaknesses.  Behind  his  barricade 
of  symptoms  the  patient  feels  hidden  and  secure."  The  patient 
produces  what  Adler  calls  a  "self-protective  style  of  life,"  in 
which  the  symptoms  serve  the  purpose  of  releasing  the  patient 
from  his  striving  for  superiority. 

The  psychiatrist  must  know  the  nature  of  the  neurotic 
symptoms,  the  style  of  life,  and  the  special  goal  of  superiority 
peculiar  to  the  individual.  The  fear  of  defeat,  real  or  imagi- 
nary, is  the  precipitating  cause  for  the  neurosis. 

Adler  strives  to  win  the  patient's  good  will  by  adopting  the 
role  of  one  or  both  parents.  The  environment  and  all  its 
implications  have  to  be  interpreted  to  the  individual  who  has 
erred  in  his  struggle  for  superiority.  Apparently  his  parents 
were  unable  to  give  him  a  clear  conception  of  his  position  in 
society  or  a  sound  appreciation  of  the  possibility  of  achieving 
his  life  goal.  Speaking  of  the  role  of  the  mother,  whose 
tasks  must  be  assumed  by  the  psychiatrist,  Adler  says:  "Her 
duty  is  mentally  to  relate  the  growing  child  to  herself,  as  it 
was  formerly  related  to  her  physically,  nourishing  the  child's 
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growing  consciousness  with  true  and  normal  conceptions  of 
society,  of  work,  and  of  love.  In  this  way  she  gradually  trans- 
forms the  child's  love  for  her  and  dependence  upon  her  into  a 
benevolent,  confident,  and  responsible  attitude  towards  society 
and  the  whole  environment." 

Adler  presumes  that  the  neurotic  individual  is  "paying  the  • 
price  of  taking  the  most  difficult,  lonely,  and  impracticable 
way  to  the  summit  of  his  ambitions,  when  there  are  much 
easier  and  better  paths."  Adler  would  familiarize  the  patient 
with  the  practical  impossibility  of  achieving  the  goal  through 
a  neurosis,  and  would  then  institute  a  course  of  action  to 
educate  the  patient  to  more  realistic  forms  of  personal  and 
environmental  integrations* 

The  conceptions  of  Adler  seem  to  resemble  some  of  those 
of  Freud  and  of  Meyer.  Freud  says  essentially  what  Adler 
says,  but  in  different  terminology.  Adler  emphasizes  one  fea- 
ture of  the  unconscious  (or  is  it  of  the  conscious?)  that  Freud 
also  stresses— the  feeling  of  inferiority  j  but  this  to  Freud  is 
only  one  aspect  of  a  large  number  of  mental  attributes.  Freud, 
Meyer,  and  Adler  are  apparently  in  agreement  when  they 
call  attention  to  the  necessity  for  knowing  the  material  that 
has  entered  into  the  construction  of  the  psyche.  The  psycho- 
therapy of  Freud  starts  with  the  present  and  extends  gradu- 
ally to  the  past  as  it  appears  in  the  conscious  and  unconscious 
parts  of  the  psyche.  The  psychotherapy  of  Meyer  starts  with 
a  knowledge  of  the  conscious  past,  with  special  reference  to 
the  beneficial  or  harmful  relationships  between  the  patient 
and  his  environment,  and  attempts  to  establish  real  environ- 
mental adaptations  under  professional  guidance.  The  psycho- 
therapy of  Adler  begins  with  a  knowledge  of  the  patient's 
inferior  past  and  comprises  a  rearrangement  of  the  patient's 
ideas  to  accord  with  environmental  possibilities.  The  environ- 
ment is  theoretical  to  Adler,  but  it  is  real  to  Meyer  who 
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places  the  patient  in  a  real  setting,  with  real  people  and  real 
things. 

THE  ROLE  OF  MENTAL  PHYLOGENY 

Jung  was  one  of  the  pioneers  of  psychoanalysis.  As  pre- 
viously indicated,  he  retained  and  has  continued  to  retain 
many  of  the  basic  principles  of  psychoanalysis  and  has  added 
a  set  of  observations  that  aim  to  give  further  meaning  to 
what  may  be  called  the  inherited  attributes  of  the  psyche. 
During  the  relatively  short  span  of  years  that  mark  the 
development  of  psychoanalysis,  the  members  of  the  psycho- 
analytic group  have  confined  their  investigations  largely  to 
the  personal  experiences  of  the  patient.  Their  interests  have 
been  focused  upon  ontogenetic  matters,  a  field  still  in  the 
phase  of  development.  In  the  very  early  years  of  psycho- 
analytic studies,  Jung  applied  psychoanalytic  knowledge  to 
the  psychoses,  particularly  to  dementia  praecox,  and  arrived 
at  the  opinion  that  psychoanalysis  threw  more  light  upon  the 
psychology  of  dementia  praecox  than  any  other  method  of 
investigation  up  to  that  time.  However,  he  could  not  under- 
stand the  full  psychical  symptomatology  of  that  disorder 
through  psychoanalysis.  He  began  to  feel  that  the  psyche  had 
an  historical  past  that  was  derived  from  racial  history.  He 
expressed  the  idea  that  at  birth  the  individual  possessed  more 
than  instincts,  that  he  possessed  instincts  and  experiences.  As 
Jung's  investigations  continued,  he  became  more  convinced 
that  psychiatric  patients  not  infrequently  exhibit  patterns  of 
emotions  and  experiences  that  are  in  the  nature  of  recrudes- 
cences of  racial  impulses  and  images.  The  psyche,  as  well  as 
the  soma,  repeats  its  phylogeny  in  concrete,  discernible  forms. 
Jung's  major  research  interests  have  continued  toward  the 
establishment  of  the  relationships  of  the  racial  to  the  personal 
psyche,  of  the  phylogenetic  to  the  ontogenetic  psyche. 
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Those  psychiatrists  who  have  had  extensive  experience  in 
the  study  of  patients  with  dementia  praecox  have  been  im- 
pressed with  the  usefulness  of  Jung's  general  views  in  an 
understanding  of  the  mentality  of  such  patients.  The  psycho- 
analysis of  Freud  does  not  seem  to  be  as  helpful  in  giving  a 
full  understanding  of  the  mental  factors  at  work  in  this  group. 
It  does,  however,  provide  an  excellent  appreciation  of  the 
ontogenetic  features.  But  a  very  large  number  of  dementia 
praecox  patients  exhibit  a  type  of  acting,  feeling,  and  thinking 
that  seems  unrelated  to  personal  experience.  Indeed,  the  pa- 
tient with  an  advanced  symptomatology  appears  to  have  dis- 
carded the  totality  of  his  personal  experiences.  Patients  may 
be  seen  who  appear  to  have  abandoned  even  the  earliest 
experiences  of  their  childhood  and  infancy ;  yet  these  patients 
lead  a  rich  ideational  life  3  many  of  them  are  physically  very 
active  but  their  psychomotor  activity  has  no  recognizable  rela- 
tionship with  the  world  of  fact.  As  an  aid  to  understanding 
material  seemingly  divorced  from  the  personal  history  of  the 
patient,  Jung  has  called  attention  to  the  formal  resemblances 
of  that  material  to  the  images  and  impulses  which,  he  be- 
lieves, are  composite  (racial  and  ancestral)  mental  attributes. 
A  number  of  investigators  have  contributed  to  this  point  of 
view.  For  those  who  may  desire  a  concise  monograph  on  this 
subject,  Storch's  Primitive  Archaic  Forms  of  Inner  Experi- 
ences and  Though/:  in  Schizophrenia  is  an  excellent  intro- 
duction. 

Jung  believes,  as  Freud  does,  that  the  mind  is  divided  into 
two  great  realms,  the  conscious  and  the  unconscious.  The 
center  of  consciousness  is  the  ego,  which  is  perceptual  in  func- 
tion in  that  it  perceives  the  contents  of  consciousness  and  of 
tne  environment.  The  persona  or  personality  is  the  medium 
through  which  the  material  of  the  unconscious  gains  contact 
with  the  environment  j  it  is  a  mask,  a  disguise ;  it  is  not  the 
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real  person  but  a  substitute,  and  is  derived,  during  the  growth 
of  the  person,  from  identifications  and  experiences  with  the 
environment.  Jung  claims  that  some  persons  go  through  life 
adapting  themselves  on  the  basis  of  this  external,  fictitious 
self  j  such  people  are  ordinarily  not  aware  of  the  existence  of 
their  real,  inner,  unconscious  selves.  It  appears  to  them  that 
they  have  nothing  more  than  the  superficial  self,  the  persona 
or  personality. 

As  they  grow  up,  however,  individuals  are  constantly  aban- 
doning older  sets  of  reactions  and  experiences  in  favor  of 
newer  ones  more  appropriate  to  the  new  age-level  and 
environment.  The  experiences  of  the  earlier  periods  are  rele- 
gated to  the  sphere  of  the  unconscious ;  when  they  enter  the 
unconscious  and  while  they  are  in  that  realm,  they  are  usu- 
ally endowed  with  energy  or  emotion  or  libido,  and  they 
continue,  as  in  the  Freudian  sense,  to  influence  the  individual's 
life.  Their  place  in  consciousness  is  often  taken  by  exact  oppo- 
sites  in  experience  and  reaction.  If,  for  instance,  the  person 
relegates  a  set  of  unfriendly  experiences  to  the  unconscious 
he  may  substitute  a  set  of  friendly  experiences  in  the  conscious 
sphere ;  belligerency  thrust  into  the  unconscious  is  replaced 
in  consciousness  by  pacifism ;  parental  attachments  become, 
outwardly,  attachments  to  parental  surrogates.  Substitutions 
are  constantly  taking  place  and  these  eventually  comprise  the 
personality.  The  original  images,  formerly  in  consciousness 
and  endowed  with  libido,  may  be  constantly  at  loggerheads 
with  their  substitutes.  When  the  unconscious  forces  become 
more  powerful  than  those  of  consciousness,  a  mental  conflict 
ensues.  The  individual  is  then  compelled  to  act  in  accordance 
with  a  level  of  adjustment  that  had  been  relinquished  as  un- 
desirable or  painful. 

All  the  mental  activities  which  form  a  part  of  the  personal 
experiences  of  the  individual  and  which  are  in  the  unconscious 
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constitute  what  Jung  calls  the  personal  unconscious.  In  the 
matter  of  therapy  the  constituents  of  consciousness  and  of  the 
personal  unconscious  are  handled  in  accordance  with  the  tech- 
nique of  Freudian  psychoanalysis. 

There  is  another  subdivision  of  the  unconscious  sphere, 
according  to  Jung,  that  is  constructed  out  of  the  experiences 
of  the  race.  It  is,  so  to  speak,  endogenously  determined.  It 
possesses  attributes  that  are  common  to  the  human  race,  and, 
for  that  reason,  is  called  the  collective  unconscious.  It  com- 
prises "that  remnant  of  ancient  humanity  and  the  centuries — 
old  past  in  all  people,  namely,  the  common  property  left 
behind  from  all  development  which  is  given  to  all  men." 
Jung  claims  that  racial  experiences  leave  an  imprint  on  the 
psyche ;  he  designates  these  experiences  as  primordial  images 
or  archetypes.  They  are  no  longer  of  service  to  the  modern, 
well-adjusted  individual,  although  they  continue,  perhaps  in 
an  instinctive  way,  to  exert  influence  upon  his  behavior.  It  is 
believed  by  Jung  that  the  primordial  images  are  heavily 
charged  with  energy  and  that  there  is  a  constant  effort  on  their 
part  to  gain  the  sphere  of  consciousness  and  of  the  environ- 
ment. Energy  is  constantly  shifting  from  the  collective  to  the 
personal  unconscious,  and  thence  to  the  persona  in  conscious- 
ness, and  finally  to  the  environment.  When  the  individual  is 
unable  to  conquer  the  environment  through  his  persona,  the 
personal  unconscious  takes  up  the  task;  when  both  fail,  the 
collective  unconscious  bears  the  responsibility,  and,  in  this 
case,  the  individual  acts,  feels,  and  thinks  in  terms  of  the 
primordial  images  constituting  the  collective  unconscious. 

The  primordial  images,  being  outside  the  sphere  of  personal 
experience,  cannot  be  treated  by  analysis,  which  involves  a 
causal-reductive  procedure.  According  to  Jung,  it  can  be  han- 
dled by  the  synthetic  method  of  approach.  The  symbols  or 
primordial  images  are  brought  into  relationship  with  those 
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of  a  racial  character.  It  rarely  occurs,  if  we  follow  Jung,  that 
a  psychiatric  problem  is  a  representation  of  either  the  per- 
sonal or  the  collective  unconscious.  A  psychiatric  syndrome 
usually  contains  elements  derived  from  both  sources ;  hence, 
both  methods  of  therapy — analysis  and  synthesis — are  em- 
ployed. The  understanding  of  the  primordial  images  is  gained 
through  extensive  familiarity  with  the  meaning  of  racial  men- 
tality and  its  special  ways  of  expressing  itself. 
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V:    A  Statistical  Evaluation  of  Psycho- 
therapeutic Methods 

By  CARNEY  LANDIS,  Ph.D. 

Any  therapeutic  method,  either  physical  or  psychological, 
must  satisfy  two  major  considerations  and  a  varying  number 
of  specific  tests  or  criteria.  The  first  major  consideration  is 
that  the  therapeutic  method  must  be  "self-evidently  rational" 
or  be  accompanied  by  a  logical  explanation  which  a  properly 
qualified  and  experienced  expert  will  accept  as  rational.  The 
second  consideration  is  that  of  effectiveness.  Does  the  method 
produce  the  results  that  it  claims  and  is  there  a  logical  and 
more  or  less  obvious  relationship  between  the  method  as  a 
therapeutic  agent  and  the  result  or  cure? 

In  order  to  satisfy  these  major  considerations  it  is  always 
necessary  to  describe  and  delineate  carefully  the  disease  or 
disability,  the  nature  and  the  degree  of  the  cure,  recovery, 
remission,  or  improvement ;  the  preceding  or  attending  fac- 
tors which  influence,  more  or  less  directly,  the  onset  and  the 
course  of  the  disease  as  well  as  the  possible  outcome  5  and 
finally  the  natural  or  spontaneous  recovery  rates,  i.e.,  the 
number  of  cases  which  recover  from  the  disease  without  the 
application  of  a  planned  therapeutic  method  or  for  reasons 
unknown  and  at  the  time  undiscoverable  so  far  as  the  physi- 
cian is  concerned. 

These  considerations  and  limitations  are  usually  adequately 
met  in  physical  disease.  The  use  of  insulin  in  diabetes,  surgery 
in  cancer,  vaccine  in  pneumonia,  etc.,  are  examples  of  rational 
therapeutic  methods,  each  showing  a  known  efficacy.  But  for 
nervous  and  mental  disease,  for  psychological  medicine,  these 
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logical  and  methodological  considerations  are  difficult  and 
sometimes  impossible  to  meet.  These  difficulties  arise  from 
a  variety  of  sources:  (a)  The  essential  nature  or  cause  of  the 
disease  is  unknown  in  the  majority  of  the  cases  of  mental 
disease ;  (b)  There  is  often  disagreement  of  opinion  among 
those  qualified  to  know  concerning  even  the  broadest  designa- 
tions, viz.,  somatogenic,  psychogenic,  or  both 5  (c)  There  is 
no  uniformity  of  opinion  with  respect  to  the  usage  of  such 
terms  as  "cured,"  "recovered,"  "improved,"  etc.,  as  they  are 
applied  to  psychopathological  cases. 

Because  of  these  difficulties,  it  is  apparent  that  statistical 
figures,  rates  of  recovery,  etc.,  have  to  be  evaluated  cautiously, 
precisely,  and  with  a  minimum  of  generalization.  If  one 
wishes  to  state  with  certitude  that  any  psychotherapeutic 
method  is  rational  and  that  it  produces  the  results  that  it  is 
said  to  produce,  and  produces  the  results  because  of  the 
method,  then  we  must  hold  in  mind  continuously  the  limit- 
ing factors  which  we  have  just  mentioned. 

Before  any  sort  of  measurement  can  be  made,  it  is  neces- 
sary to  establish  a  base  line  and  a  common  unit  of  measure. 
The  only  unit  of  measure  available  is  the  report  made  by  the 
physician  stating  that  the  patient  has  recovered,  is  much  im- 
proved, is  improved  or  unimproved.  This  unit  is  probably  as 
satisfactory  as  any  type  of  human  subjective  judgment,  par- 
taking of  both  the  good  and  bad  points  of  such  judgments. 
For  our  base  line  there  are  two  methods.  The  most  usual  is 
that  of  expressing  therapeutic  results  in  terms  of  the  number 
of  patients  recovered  or  improved  per  100  cases  admitted  to 
the  hospital.  The  second  method  is  the  statement  of  thera- 
peutic outcome  for  some  given  group  of  patients  during  some 
stated  interval  of  time. 

On  the  basis  of  the  first  method  we  have  compared  in 
Table  I  the  outcome  of  patients  by  diagnostic  groups  for  the 
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New  York  State  Mental  Hospitals  and  for  all  state  or  civil 
hospitals  of  the  United  States.  We  have  also  given  in  the  last 
column  the  year-to-year  range  of  variability  in  outcome  of 
psychopathological  patients  hospitalized  in  the  United  States, 
1926-33;  This  tabulation  shows  that  for  both  the  United 
States  and  for  New  York  about  40  patients  are  discharged 
annually  as  recovered  or  improved  for  each  100  patients 
admitted  to  our  state  mental  hospitals.  Each  psychosis  tends 
to  have  its  own  improvement  rate  (rate  of  amelioration). 
For  every  100  senile  admissions  approximately  10  are  dis- 
charged as  recovered  or  improved ;  for  cerebral  arteriosclero- 
sis, 153  for  general  paresis,  20 ;  for  dementia  praecox,  40 ; 
for  paranoia  and  involutional  melancholia,  453  for  manic- 
depressive  insanity,  65 ;  and  for  psychopathic  personality, 
alcoholic  insanity,  and  psychoneurosis,  6$  to  75. 

In  8  of  the  9  regional  areas  of  the  United  States  the  range 
of  the  total  rate  of  amelioration  is  between  25  and  41.  Treat- 
ment of  similar  data  from  official  Canadian  reports  for  1934 
gave  a  rate  of  amelioration  of  42  per  100  patients  admitted 
to  mental  hospitals ;  for  Belgium,  1930,  39  per  100;  France, 
193 1,  42  per  100 j  and  Holland,  1932,  36  per  100. 

As  Table  I  shows,  the  rates  for  the  different  diagnostic 
groups  as  well  as  the  total  rate  does  not  vary  greatly  from 
year  to  year  for  the  United  States.  The  122nd  Annual  Report 
of  the  Royal  Edinburgh  Hospital,  1934,  has  a  very  interest- 
ing statistical  summary.  Their  tabulation  gives  the  "percent- 
age of  recoveries  on  admissions"  from  18 13  to  1934.  This 
figure,  based  on  265  cases  between  18 13  and  1831  is  38.4; 
on  5,319  cases  between  1832  and  1864  it  is  39.4 ;  on  14,510 
cases  between  1864  and  1904  it  is  37.4  and  on  23,469  cases 
between  1904  and  1934  it  is  31.9.  The  lowest  percentage 
given  is  19.2  for  19155  the  highest  55.7  for  1873. 

The  figures  for  the  rate  of  amelioration  based  on  the  num- 
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TABLE  I 


NUMBER  OF  PATIENTS  DISCHARGED  ANNUALLY  AS  RECOVERED 
OR  IMPROVED  PER  ONE  HUNDRED  ADMITTED  TO  STATE 

MENTAL  HOSPITALS 


New  York 

United  States 

Annual  Variability 
United  States 

Diagnosis 

1925-34 

1926-33 

1926-33 

Senile 

Cerebral  arteriosclerosis 

6 
16 

10 
16 

io-ii 
15-17 

General  paresis 

24 

22 

17-25 

Dementia  praecox 

32 

39 

38-42 

Paranoia 

Involutional  melancholia 

43 
43 

43 
46 

37-45 
43-51 

Manic-depressive 

Alcoholic 

Psychopathic  personality 

Psychoneuroses 

66 

64 

75 
70 

63 
68 

67 
68 

61-67 
63-76 
61-71 

62-72 

Entire  hospital  population  38 


40 


39-41 


ber  of  cases  discharged  per  ioo  admitted  is  open  to  criticism 
in  that  the  discharges  are  drawn  not  only  from  the  admissions 
for  any  one  year  but  also  from  the  entire  resident  hospital 
population.  That  this  criticism  is  only  partially  justified  is 
shown  by  the  fact  that  of  all  patients  discharged  as  recovered 
or  improved  85  percent  have  been  hospitalized  less  than  one 
year.  For  each  specific  psychosis  at  least  80  percent  of  those 
favorably  discharged  have  been  hospitalized  less  than  one 
year.  For  such  psychoses  as  cerebral  arteriosclerosis,  alcoholic 
psychosis,  manic-depressive  insanity  and  psychoneuroses  the 
percentage  is  about  ninety. 

The  second  variety  of  base  line  for  the  evaluation  of  psy- 
chotherapeutic efficiency  is  the  direct  percentage  of  mental 
patients  that  are  discharged  as  recovered  or  improved  within 
one  year  of  admission.  Such  a  tabulation  is  given  in  Table  II, 
presenting  the  computed  figures  for  the  United  States,  1933, 
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and  for  New  York,  19 14  (from  New  York  State  Hosptal 
Quarterly ,  August,  1925).  In  spite  of  the  20  years  that  sepa- 
rates these  two  sets  of  data  and  in  spite  of  the  differences  of 
the  size  of  groups  involved,  the  results  are  very  similar. 

TABLE  II 

PERCENTAGE  OF  MENTAL  PATIENTS  THAT  ARE  DISCHARGED 
AS  RECOVERED  OR  IMPROVED  WITHIN  ONE  YEAR  OF  ADMISSION 


United  States 

New  York 

Diagnosis 

1933 

1914 

Senile 

Cerebral  arteriosclerosis 

General  paresis 

9 

16 
11 

6 

18 

9 

Dementia  praecox 

Paranoia 

Involutional  melancholia 

30 
33 
36 

23 
31 
28 

Manic-depressive 

Alcoholic 

Psychopathic  personality 

Psychoneurosis 

60 
62 
66 

68 

63 

62 

68 

Entire  hospital  population 


34 


36 


A  study  of  Table  II  shows  that  for  all  new  cases,  including 
readmissions,  civil  hospitalization  of  one  year  or  less  yields 
sufficient  improvement  for  favorable  discharge:  in  one-third 
of  all  mental  patients ;  in  two-thirds  of  psychoneurotics,  psy- 
chopathic personalities,  and  alcoholic  psychoses  3  in  more  than 
one-half  of  manic-depressive  cases ;  in  more  than  one-third  of 
paranoid  and  involutional  cases ;  and  in  about  one-fourth 
of  dementia  praecox  cases. 

The  increase  from  9  to  21  percent  in  effective  therapy  of 
general  paresis,  between  19 14  and  1933,  is  a  reflection  of  the 
new  discoveries  in  physical  therapeutic  agents.  The  discrepan- 
cies in  the  figures  for  dementia  praecox  and  paranoia  and  in 
those  for  manic-depressive  and  involutional  melancholia  for 
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1914  and  1933  are  probably  directly  attributable  to  changing 
diagnostic  concepts. 

The  conclusion  from  the  evaluation  on  either  basis  is  that 
for  every  10  patients  admitted  to  our  mental  hospitals,  about 
4  will  be  discharged  as  recovered  or  improved.  In  certain 
age  groups  the  prognosis  is  more  favorable  than  this  basic 
figure  of  four,  in  others  less.  For  every  100  patients  admitted 
between  the  ages  of  20  and  25,  50  will  be  discharged  as 
ameliorated.  Between  the  ages  of  25  and  55,  the  rate  varies 
between  46  and  41  per  100.  Between  55  and  60  it  is  385 
60-65,  32j  65-70,  23  j  and  over  70  years  of  age  the  rate  drops 
to  less  than  1  out  of  10.  In  general,  women  have  a  better  prog- 
nosis than  do  men.  The  differences  are  from  3  to  5  per  100 
admissions  at  every  age-level  between  20  and  65.  This  is 
usually  attributed  to  the  fact  that  women  are  more  susceptible 
to  manic-depressive  insanity  and  involutional  melancholia 
which  have  relatively  higher  amelioration  rates,  while  men 
are  more  susceptible  to  dementia  praecox  which  has  a  low 
amelioration  rate. 

From  all  these  considerations  it  is  clear  that  the  rate  of 
recovery  or  improvement  of  patients  in  mental  hospitals  is 
directly  affected  by  age,  sex,  and  kind  of  mental  disease.  In 
spite  of  rather  wide  variation  in  certain  figures  from  year  to 
year  and  from  state  to  state,  the  amelioration  rate  of  35  to 
40  per  100  patients  under  treatment  holds.  Although  this  is 
not,  strictly  speaking,  a  basic  figure  for  "spontaneous"  re- 
covery, still  any  therapeutic  method  must  show  an  appreciably 
greater  size  than  this  to  be  seriously  considered. 


EFFECT  OF  SPECIFIC   PSYCHOTHERAPEUTIC 

METHODS 

For  the  most  part  reports  stating  the  results  of  any  of  the 
specific  psychotherapeutic  methods  are  not  to  be  found.  This 


Statistical  Evaluation  1 6 1 

is,  of  course,  due  to  the  very  individual  nature  of  psycho- 
therapeutic procedures  and  to  the  constant  variation  in  method 
as  it  is  applied  to  different  patients.  In  answer  to  an  inquiry, 
Pierre  Janet  has  written:  "A  new  statistical  summary  of  my 
patients  and  the  immediate  therapeutic  results  would  be  very 
instructive  but  I  do  not  think  that  I  would  be  able  to  do 
it.  .  .  .  The  psychotherapeutist  who  understands  his  patient 
well  and  who  knows  how  to  use  psychological  stimulation 
succeeds  with  any  method  that  he  cares  to  use."  This  state- 
ment gives  voice  to  a  viewpoint  with  which  most  psycho- 
therapeutists  would  agree. 

Drawing  on  the  report  of  the  Berlin  Psychoanalytic  Insti- 
tute for  1920-30,  on  Ross's,  Prognosis  in  the  Neuroses,  on 
the  annual  reports  of  the  New  York  State  Psychiatric  Insti- 
tute, 1930-35,  and  on  the  annual  reports  of  the  Maudsley 
Hospital,  London,  1931  and  1935,  we  can  obtain  comparable 
figures  of  results  for  rather  well-defined  and  contrasted  inten- 
sive psychotherapeutic  methods.  The  remarks  of  Fenichel  on 
his  statistical  tables  for  the  Berlin  Psychoanalytic  Institute 
report  may  be  paraphrased  as  follows:  Difficulty  was  expe- 
rienced in  constructing  statistical  tables  of  the  results  because 
of  a  lack  of  a  generally  approved  psychoanalytic  system  of 
neurosis  which  can  be  subjected  to  a  diagnostic  classification. 
The  therapists  who  reported  both  the  diagnosis  and  results  of 
their  treatment  were  not  uniform  in  their  methods.  With  re- 
spect to  treatment  he  states:  "By  treatment  we  understand  only 
psychoanalytic  treatment.  As  is  known,  a  few  appropriate  cases 
were  treated  by  means  of  hypnosis  in  our  institution.  Since  this 
treatment  is  not  relevant  here  we  have  not  distinguished  these 
cases  from  the  untreated  'consultations,'  although  in  a  whole 
series  of  such  cases  good  results  were  obtained." 

With  respect  to  results  his  statement  may  be  paraphrased 
as  follows:  The  term  "recovered"  has  been  used  as  strictly  as 
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possible.  Only  those  cases  were  classified  as  recovered  in  which 
the  success  consisted  in  the  disappearance  of  symptoms,  and 
which  also  underwent  an  essential  change  which  was  com- 
pletely explicable  from  the  rational,  analytical  viewpoint. 
This  severe  classification  is  such  that  the  cases  which  we  have 
called  "much  improved"  can  for  all  practical  purposes  be 
thrown  together  with  the  recovered  cases.  Those  called  "im- 
proved" are  such  cases  as  remained  refractory  in  one  or 
another  respect  ;  to  these  belong  cases  which  had  to  satisfy 
themselves  with  a  partial  success  because  of  external  condi- 
tions, and  also  those  which  had  been  dismissed  while  in  a 
state  of  "transference  success"  which  was  not  quite  satisfactory 
analytically. 

The  statistical  tables  given  by  Fenichel  have  been  grouped 
according  to  his  own  system  of  classification,  and  the  results 
expressed  in  percentages.  Our  Table  III  is  a  direct  recasting 
of  FenichePs  Table  XIII  reporting  the  results  of  10  years' 
experience  at  the  Berlin  Psychoanalytic  Institute.  It  will  be 
noted  that  those  cases  which  had  been  suffering  from  neuroses 
represent  the  best  recovery  rates.  This  is  particularly  true  of 
the  compulsion  neuroses,  hysteria,  and  anxiety  hysteria.  Here 
the  number  of  cases  treated  is  fairly  large,  and  the  results  in 
terms  of  recovered  or  much  improved  are  impressive.  With 
respect  to  infantilism,  homosexuality,  and  perversion,  the 
results  are  not  nearly  so  impressive.  Only  one  out  of  eight 
individuals  whose  chief  complaint  was  that  of  homosexuality, 
was  reported  as  either  recovered  or  much  improved  5  while 
four  of  the  eight  discontinued  the  treatment  for  reasons  not 
stated.  With  respect  to  the  psychoses,  45  cases  of  schizophrenia 
were  accepted  of  which  but  three  were  said  to  be  recovered  or 
much  improved.  For  manic-depressive  insanity,  14  cases  were 
accepted,  three  of  which  were  said  to  be  recovered  or  much 
improved.  The  best  showing  in  the  entire  report  is  made  in 
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the  category  of  character  disturbances  called  neurotic  inhibi- 
tions which  was  constituted  by  those  individuals  suffering 
from  rather  mild,  though  disturbing,  psychological  or  social 
disabilities.  Eighty  cases  were  accepted  for  treatment  and  36 
were  reported  to  have  recovered  or  to  have  been  much  im- 
proved. The  category  of  discontinued  is  of  particular  interest 
since  all  of  the  cases  were  accepted  after  a  probe  analysis 
which  had  satisfied  the  therapist  of  the  possibility  of  actually 
accomplishing  satisfactory  therapeutic  results.  Fenichel  states: 
"The  relatively  large  number  of  analyses  which  were  broken 
off  after  a  short  time  may  be  explained  as  being  cases  in  which 
it  was  not  advisable  to  pursue  the  psychoanalysis  in  spite  of 
the  probe-analysis.  (The  cases  who  early  broke  off  the  analysis 
for  other  circumstantial  or  inner  reasons  are  much  less  nu- 
merous.)." In  any  event,  it  will  be  noted  that  just  about  as 
great  a  percentage  of  cases  discontinued  of  their  own  volition, 
or  were  discontinued  by  the  analyst,  as  are  reported  recovered 
or  much  improved.  The  percentage  of  cases  unimproved  is 
quite  small.  It  seems  possible  that  many  of  the  cases  which 
are  tabulated  under  the  heading  discontinued  might  better 
have  been  called  unimproved. 

The  average  duration  of  treatment  for  the  patients  at  the 
Berlin  Institute  was  17.6  months.  Actually,  16  cases  were 
carried  longer  than  3  years.  There  is  no  way  to  determine 
from  Fenichel's  report  what,  if  any,  relation  exists  between 
the  length  of  the  application  of  the  analytic  therapy  and  the 
percentage  of  recoveries  which  were  obtained. 

The  New  York  State  Psychiatric  Institute  and  Hospital 
functions  as  an  institution  for  research,  teaching,  and  therapy 
in  the  field  of  mental  disease.  All  cases  accepted  for  treatment 
are  voluntary.  To  this  extent  the  New  York  State  Psychiatric 
Institute  is  quite  comparable  to  the  Berlin  Psychoanalytic 
Institute.  The  categories  of  diagnostic  classification  used  at 
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the  New  York  State  Psychiatric  Institute  are  not  strictly 
comparable  to  those  used  in  the  Berlin  Institute.  For  this 
reason  it  is  difficult  to  compare  directly  the  therapeutic  results 
of  the  New  York  Institute  with  those  of  the  Berlin  Institute 
in  many  of  the  categories  which  the  Berlin  Institute  has 
reported. 

TABLE  IV 

COMPARISON  OF  THE  THERAPEUTIC  RESULTS  OBTAINED  AT  THE 
NEW  YORK  STATE  PSYCHIATRIC  INSTITUTE  AND  BERLIN  PSY- 
CHOANALYTIC INSTITUTE 
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In  Table  IV  we  present  a  comparison  of  the  therapeutic 
results  obtained  at  the  New  York  and  the  Berlin  Institutes. 
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In  the  New  York  figures  no  cases  are  included  who  had  re- 
ceived intensive  psychoanalytic  therapy.  As  is  evident  from 
the  table,  &vq  years  of  New  York  experience  does  not  include 
nearly  so  many  psychoneurotic  or  neurotic  cases  as  were  seen 
in  Berlin— namely  119  compared  to  312.  On  the  other  hand, 
329  psychotic  cases  were  treated  in  New  York,  compared  to 
61  in  Berlin.  With  respect  to  any  particular  diagnostic  cate- 
gory, satisfactory  comparisons  can  be  made  only  in  the  in- 
stances of  anxiety,  hysteria,  and  schizophrenia.  For  anxiety 
and  schizophrenia,  the  designation  of  recovered  or  much 
improved  shows  that  the  New  York  Institute  reports  better 
therapeutic  results  and  has  had  the  patients  under  care  only 
one-third  as  long  as  was  true  in  Berlin.  With  respect  to 
hysteria,  the  Berlin  figures  are  better  than  those  of  New  York. 
It  will  be  recalled  that  psychoanalytic  therapeutic  procedure 
was  originally  developed  and  particularly  designed  to  care  for 
hysteria  conditions. 

Maudsley  Hospital,  London,  is  a  research  and  teaching 
institute  functioning  in  much  the  same  fashion  as  the  New 
York  State  Psychiatric  Institute.  Cassel  Hospital,  Swaylands, 
Kent,  England,  is  a  privately  endowed  institution  for  the 
care  of  functional  nervous  disorders.  It  has  accommodations 
for  64  patients.  The  ratio  of  physicians  to  patients  is  1  to  12. 
The  therapy  employed  is  hypnosis,  persuasion,  and  analysis. 
However,  the  practice  of  analysis  was  a  modified  technique 
and  did  not  follow  the  conventional  Freudian  lines. 

In  Table  V  is  presented  for  comparative  purposes  a  tabula- 
tion of  the  prognosis  in  the  psychoneuroses  as  reported  from 
all  New  York  state  mental  hospitals,  1917-34,  Maudsley 
Hospital,  Cassel  Hospital,  New  York  State  Psychiatric  Insti- 
tute, and  the  Berlin  Psychoanalytic  Institute.  It  is  necessary 
to  present  the  Berlin  figures  in  two  ways,  results  based  on 
total   number   of  cases   treated   after  such   cases   had   been 
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accepted  for  treatment  (probably  the  best  basis  for  compara- 
tive purposes)  and  on  the  basis  of  total  number  of  cases  in 
which  the  psychoanalytic  therapy  had  been  completed. 

There  are  several  objections  to  the  use  of  the  consolidated 
amelioration  rate  (72)  of  the  New  York  state  hospitals, 
1917-34,  as  a  base  rate  for  spontaneous  recovery.  The  fact 
that  psychoneurotic  cases  are  not  usually  committed  to  state 
hospitals  unless  in  a  very  bad  condition  3  the  relatively  small 
number  of  voluntary  patients  in  the  group  j  the  fact  that  such 
patients  do  get  some  degree  of  psychotherapy  especially  in  the 
reception  hospitals  5  and  the  probably  quite  different  economic, 
educational,  and  social  status  of  the  State  Hospital  group 
compared  to  the  patients  reported  from  each  of  the  other 
hospitals — all  argue  against  the  acceptance  of  the  figure  72 
as  a  truly  satisfactory  base  line,  but  in  the  absence  of  any 
other  better  figure  this  must  serve. 

The  rate  of  amelioration  (recovered  or  much  improved) 
was  for  Maudsley,  67 ;  Cassel,  70 ;  New  York  State  Psychi- 
atric Institute,  873  and  Berlin  Psychoanalytic  Institute,  58 
(for  all  cases)  or  91  (for  completed  cases).  These  figures 
indicate  that  intensive  psychotherapy  of  practically  any  variety 
gives  essentially  the  same  rate  of  amelioration  in  the  psycho- 
neuroses.  There  is  no  clear  evidence  that  any  one  form  of 
intensive  therapy  is  more  effective,  generally  speaking,  than 
any  other. 

We  have  attempted  to  obtain  statistical  tabulations  similar 
to  these  for  the  other  leading  schools  of  psychotherapy  but 
have  not  met  with  success. 

GENERAL  CONCLUSIONS 

One  impressive  figure  has  come  out  of  these  statistical  com- 
parisons, namely,  the  recovery  of  about  40  patients  for  100 
patients  admitted.  It  is  true  that  this  figure  breaks  down  with 
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differences  in  age,  sex,  and  diagnosis,  but  whenever  we  have 
obtained  records  on  a  large  population  running  for  several 
years  this  basic  figure  appears.  As  a  consequence  of  this,  all 
statistical  analyses  of  this  variety  of  data  must  refer  back  to 
the  40  reference  point.  We  have  noted  that  the  age  of  the 
general  population  and  consequently  of  the  hospital  popula- 
tion affects  this  rate  particularly  since  senile  and  cerebral 
arteriosclerotic  insanity  have  extremely  low  recovery  rates. 
We  know  that  the  recovery  rate  for  patients  between  25  and 
35  years  of  age  is  higher  than  the  rate  for  those  between  40 
and  45  years.  We  know  that  in  any  population  where  women 
are  in  excess  we  will  have  a  greater  number  of  cases  of  manic- 
depressive  insanity  and  hence  a  higher  general  recovery  rate. 
Conversely  we  know  that  in  any  population  where  men  are 
in  excess  we  will  have  a  greater  rate  for  dementia  praecox 
and  hence  a  lower  recovery  rate.  All  such  factors  affect  the 
amelioration  rate  but  must  themselves  be  interpreted  in  the 
light  of  this  basic  figure. 

When  we  examine  the  available  reports  of  those  institu- 
tions specializing  in  intensive  psychotherapy  applied  to  the 
psychoneurotic  patient,  it  is  apparent  that  the  different  varie- 
ties of  intensive  work  have  but  little  difference  in  their 
ultimate  effectiveness.  To  repeat  the  statement  of  Janet, 
quoted  above,  "The  psychotherapist  who  understands  his  pa- 
tient well  and  who  knows  how  to  use  psychological  stimula- 
tion succeeds  with  any  method  that  he  cares  to  use." 


VI:    Conclusions 

The  guiding  methods  of  men  in  the  medical  field  vary 
according  to  the  special  work  of  the  individual.  The  anatomist 
has  his  own  special  tools  and  methods  5  he  studies  structure 
through  its  several  developmental  stages.  The  number  of  vari- 
ables with  which  he  deals  is  relatively  small  5  moreover, .  he 
is  often  able  to  study  directly  the  tissues  that  occupy  his 
attention  at  the  time.  The  pathologist  is  in  a  similar  position, 
for  he,  too,  may  make  direct  observations  upon  tissues.  Strictly 
speaking,  he  needs  only  to  know  how  to  describe  tissues  that 
vary  from  the  average  healthy  structures.  Progress  in  these 
two  fields  has  been  rapid  and  on  the  whole  reliable. 

Researches  in  physiology  are  more  difficult  to  devise,  to 
execute,  and  to  interpret.  The  reasons  for  this  are  many. 
For  example,  it  is  not  easy  to  study  structure  while  it  is  func- 
tioning. To  be  sure,  this  has  been  done  to  an  appreciable 
extent  with  regard  to  gross  functions,  but  it  is  only  lately  that 
some  progress  has  been  made  in  the  study  of  the  finer  changes 
taking  place.  Again,  a  single  structure  or  organic  system  may 
have  multiple  allied  functions 5  to  differentiate  them,  to  sepa- 
rate them  so  that  each  function  may  be  studied  alone,  is  often 
an  impossibility.  Still  again,  the  methods  of  the  physiologist 
must  often  be  carried  out  indirectly,  as,  for  instance,  through 
the  injection  of  materials,  followed  by  an  attempt  to  interpret 
the  effect  upon  a  given  organ  through  clinical  observations. 
Moreover,  the  same  function  may  reside  in  different  organs. 
All  of  this  simply  means  that  there  are  severe  difficulties  in 
the  field  of  physiology  and  that  extremely  critical  judgment 
must  be  exercised  in  the  matter  of  final  conclusions. 

Since  therapy,  in  a  scientific   sense,   is   dependent   upon 
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anatomy,  pathology,  and  physiology,  it  is  not  at  all  difficult 
to  appreciate  the  conservative  attitude  that  surrounds  judg- 
ments on  therapeutic  measures.  There  are  so  many  interre- 
lated and  fundamental  issues,  that  convincing  opinions  may 
be  expressed  only  with  great  caution.  It  is  not  the  purpose  of 
the  authors  to  complain  because  biometrical  methods  are  not 
employed  in  all  instances ;  that  would  be  an  untimely  attitude 
to  assume  j  biometrics  are  usable  only  when  there  are  known 
materials  to  measure.  It  is  our  hope  that  the  contents  of  this 
book  may  serve  as  a  partial  guide  to  studies  that  will  clarify 
our  position  in  the  matter  of  therapy,  more  particularly  of 
psychotherapy.  In  the  meantime,  it  appears  reasonable  for  us 
to  operate  on  the  empirical  basis  that  is  usually  the  precursor 
of  scientific  formulations. 

Therapeutists  must  eventually  submit  their  data  to  bio- 
metrical study.  To  date  this  has  not  been  done  in  a  way  that 
might  lead  to  reasonable  inferences  on  the  results  of  thera- 
peutic attitudes.  When  Pearson,  Galton  and  Weldon  founded 
the  publication,  Biometrika,  in  1900,  it  was  hoped  that  such 
a  survey  might  be  included.  It  has  been  accomplished  in  part. 
Invaluable  studies  have  been  made,  such  as  the  work  of 
Elderton  and  Perry  on  tuberculosis  {A  Fourth  Study  of  the 
Statistics  of  Pulmonary  Tuberculosis:  the  Mortality  of  the 
Tuberculous:  Sanitorium  and  Tuberculin  Treatment)  and 
the  study  of  Karn  and  Pearson  {Study  of  the  Data  Provided 
by  a  Baby-Clinic  in  a  Large  Manufacturing  Town).  Thera- 
peutists need  observations  of  such  a  character  and  the  need  is 
equally  as  applicable  to  matters  of  somatotherapy  as  it  is  of 
psychotherapy. 

There  is  no  doubt  that  psychiatry  has  made  remarkable 
advances  in  the  past  century.  Progress  in  the  realm  of  physi- 
ology, pathology,  and  diagnosis  of  mental  conditions  has  been 
steady  and  substantial.  In  the  usual  course  of  medical  history, 
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therapeutics  has  followed  closely  this  advance.  During  the  past 
few  decades  knowledge  of  those  three  branches  of  study  of 
the  mind  has  grown  tremendously  under  the  guiding  genius 
of  Freud.  It  may  not  be  too  early  now  to  submit  the  thera- 
peusis  of  the  few  formal  schools  of  psychotherapy  to  the 
same  biometrical  laws  to  which  therapeutic  endeavors  in  some 
other  fields  of  medicine  have  been  subjected.  Such  a  critical 
survey  will  serve  to  reveal  more  clearly  the  therapeutic 
results  of  current  schools.  It  is  hoped  that  this  book  may  lead 
to  the  publication  of  data  already  assembled. 

The  human  being  does  not  lend  himself  very  favorably 
to  concise  experimentation.  He  is  extremely  complicated  j  he 
is  a  correlation  of  multiple  forces  from  within  and  from  with- 
out. That  is  perhaps  the  reason  why  physicians  in  all  branches 
of  medicine  have  been  cautious  and  conservative  in  the  matter 
of  the  final  evaluation  of  therapeutic  endeavors.  The  situation 
is  scarcely  different  among  physicians  whose  interests  are 
dominantly  in  somatic  medicine  than  it  is  among  those  who 
focus  their  attention  upon  the  field  of  psychological  medicine. 
Among  the  many  invaluable  books  on  therapeutics,  written 
by  eminent  physicians  from  ancient  to  modern  times,  it  is  not 
possible  to  gain  a  comprehensive  understanding  of  the  results 
in  terms  of  biometry.  The  value  of  such  documents  lies  in  the 
description  of  methods,  rather  than  results,  of  therapy.  The 
opinions  of  authorities  relative  to  results  are  to  be  respected  j 
as  soon  as  possible  they  are  re-enforced  by  reasonably  precise 
information. 

Osier  quotes  Hippocrates  to  the  effect  that  "experience  is 
fallacious  and  judgment  difficult."  Perhaps  it  is  not  possible, 
nor  desirable,  to  express  the  results  of  therapy  in  numerical 
terms  until  judgment  becomes  less  difficult.  The  monumental 
volumes  on  therapeusis,  written  by  such  men  as  Osier,  Hare, 
Forschheimer,  Hutchison,  Sherran,  Sorapure,  and  others,  are 
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representative  of  the  best  philosophy  of  medicine  of  modern 
times.  Nowhere,  in  the  thousands  upon  thousands  of  pages 
written  by  such  eminent  authorities,  can  one  find  a  tabular 
arrangement  of  diseases  and  the  results  of  treatment.  Appar- 
ently this  is  an  era  for  the  description  of  methods  of  inquiry. 
The  time  may  not  be  far  distant,  however,  when  experience 
may  be  less  fallacious  and  judgment  less  difficult.  Robert 
Hutchison  edited  the  eleventh  edition  of  An  Index  of  Treat- 
mentj  Hare  A  Text-Book  of  Practical  Therapeutics  has  gone 
through  twenty  editions ;  the  twelfth  edition  of  Osier's  The 
Principles  and  Practice  of  Medicine,  was  edited  by  McCrae. 
Each  of  these  volumes  contains  more  than  one  thousand  pages. 
The  George  Blumer  edition  of  Billings  and  Forschheimer's 
Therafeusis  of  Internal  Diseases  is  made  up  of  six  volumes. 
These  reference  works  are  invaluable:  if  they  could  be  sub- 
jected to  biometrical  analyses,  we  would  gain  a  remarkably 
helpful  perspective. 

The  question  of  the  validity  of  the  numerical  method  of 
estimating  therapeutic  results  has  been  debated  time  and 
again.  It  has  been  generally  agreed  that  it  is  too  vague  to  say 
that  most  of  the  patients  with  gastric  ulcer  are  cured  by  this 
or  that  regimen;  or,  that  the  great  majority  with  a  given  dis- 
ease are  benefited  by  a  given  method.  Such  designations  are 
certainly  unscientific,  even  allowing  for  the  fact  that  the 
practice  of  medicine  is  in  part  an  art.  Can  not  the  results  of 
an  art  be  expressed  with  some  measure  of  definiteness?  In 
The  Development  of  Modern  Medicine,  Shryock  gives  con- 
siderable space  to  the  historical  development  of  the  "numerical 
method"  as  applied  in  medicine.  He  quotes  from  the  "great 
therapeutic  study"  by  Louis,  Recherches  sur  les  effets  de  la 
saignee,  and  comments:  "In  it  he  [Louis]  ridiculed  the 
incomplete  and  misleading  nature  of  the  data  hitherto  em- 
ployed to  justify  this  and  other  therapeutic  procedures.  The 
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analysis  of  his  predecessors'  claims  was  truly  devastating  in 
its  clarity  and  in  its  conclusiveness.  Physicians,  he  observed, 
witnessed  a  few  fatal  cases  where  no  blood-letting  was  em- 
ployed, and  thereupon  jumped  to  the  conclusion  that  this 
process  would  have  saved  them.  Other  practitioners  noted 
a  few  cases  where  death  followed  a  resort  to  blood-letting, 
and  denounced  the  practice  as  the  whole  cause  of  death.  In 
neither  instance  did  they  employ  any  check  or  test  of  their 
sweeping  conclusions."  Louis  claimed  that  "in  the  difference 
here  between  vagueness  and  exactitude  ...  lay  all  the  differ- 
ence between  truth  and  error."  Shryock  says  that  "it  must 
not  be  assumed  that  their  newer  methods  [i.e.,  those  of  the 
French]  met  with  no  opposition  within  regular  medicine. 
Objections  were  raised  to  the  introduction  of  numerical  pro- 
cedures, as  has  happened  in  all  scientific  fields  at  one  time  or 
another.  Statistics,  it  was  pointed  out,  eliminated  individual 
differences,  and  one  could  not  do  this  in  medicine.  .  .  .  [To 
this]  Louis  replied  that  he  did  not  eliminate,  but  rather 
'allowed  for'  such  differences ;  that  it  was  one  of  the  beauties 
of  statistical  method  that  it  enabled  physicians  to  overcome 
some  of  these  variables  which  had  long  confused  both  art  and 


science." 


Bouillaud  wrote,  in  1836,  "that  statistical  method  was 
bringing  about  a  revolution  in  medicine.  A  'conjectural  art' 
was  being  replaced  by  an  'exact  science.' "  J.  F.  Double 
observed  in  1842  that  all  critics  now  admitted  the  great  value 
of  statistics  in  therapeutic  studies,  despite  the  disadvantages 
involved.  A  contemporary  English  authority  announced  that 
"through  medical  statistics  lies  the  most  secure  path  into  the 
philosophy  of  medicine"  (Shryock). 

In  the  American  Review  of  Tuberculosis  (IV,  September) 
Lawrason  Brown  writes: 
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None  of  you  will  contradict  me  when  I  say  that  statistics  are 
very  dry,  but  some  of  you  may  dispute  me  when  I  say  that  only 
by  statistics  does  the  world,  lay  or  medical,  advance.  Consider 
what  knowledge  is  and  you  will  see  how  inseparable  it  is  from 
statistics.  Medicine  is  no  exact  science,  and  diagnosis  rests 
largely  upon  the  law  of  probability  which,  in  turn,  is  statistical. 
All  scientific  experiments  are  statistical  arguments  in  favor  of 
or  in  opposition  to  certain  inductions  or  deductions.  Further, 
statistics  lend  the  authority  that  is  necessary  for  their  ac- 
ceptance. 

The  trouble   in   medicine   does   not   lie   with   the   statistical 
method,  but  with  the  medical  men  who  do  not  know  how  to 
use  it.  I  regret  to  state  that  I  belong  to  this  class  and  have  felt 
keenly  that  in  medical  school  I  did  not  have  an  opportunity  to 
attend  a  course  on  medical  statistics.  The  day  will  come,  gentle- 
men, when  such  courses  will  be  given,  when  the  law  of  prob- 
ability will  help  in  diagnosis,  when  the  coefficient  of  correlation, 
now  explained  by  most  authorities  in  such  terms  that  in  a  few 
minutes  my  idea  of  my  relation  to  my  surroundings  has  become 
totally  insufficient— when,  I  say,  all  these  things  will  be  under- 
stood by  the  medical  graduate.  At  that  time  medical  men  will 
cease  to  do  such  foolish  things  with  statistics  as  to  try  to  add 
cabbages  and  cows,  or,  what  is  nearly  as  bad,  to  try  to  solve 
problems  in  heredity  by  finding  how  many  parents   had  the 
disease  from  which  the  offspring  suffers  without  due  respect  to 
many  other  very  important  and  possibly  contradictory  details. 
What  would  you  think  of  a  bookkeeper  who  after  years  of 
personal  experience  would  gather  up  the  bills  in  the  cash  drawer 
and  go  to  the  bank  with  the  statement  that  his  personal  ex- 
perience led  him  to  believe  that  the  roll  of  bills   amounts  to 
$1000.  The  receiving  teller  would  quickly  apply  the  statistical 
method  and  few  would  venture  to  side  with  the  bookkeeper,  no 
matter  how  large  his  experience  had  been. 

Do  not  misunderstand  me.  This  is  not  an  argument  in  favor 
of  dry  statistical  articles  which  we  all  prefer  to  avoid  reading. 
But  if  I  can  make  you  see  how  important  it  is  for  us  to  cease 
using  the  pet  phrase  "my  personal  experience"  except  when  we 
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have  sufficient  data  to  support  it,  I  shall  have  accomplished 
what  I  had  hoped  for. 

Greenwood  ("On  Methods  of  Research  Available  in  the 
Study  of  Medical  Problems,"  Lancet,  I,  19 13,  158)  expressed 
a  point  of  view  that  should  be  equally  as  applicable  to  the 
problems  of  psychiatry  as  they  are  to  those  of  general  medi- 
cine. Greenwood's  views  were  sound  enough  to  be  quoted 
extensively  by  Raymond  Pearl  in  Introduction  to  Medical 
Biometry  and  Statistics  (Philadelphia  and  London,  W.  B. 
Saunders  Company,  1923,  23-25).  Greenwood  wrote: 

Let  us  suppose  that  the  question  is  whether  a  certain  treat- 
ment is  of  advantage  in  acute  lobar  pneumonia.  We  must  first 
inquire  whether  the  morbid  state  connoted  by  the  phrase  "acute 
lobar  pneumonia"  is  clinically  recognizable.  The  question  is 
answered  in  the  words  of  Sir  William  Osier:  "No  disease  is 
more  readily  recognized  in  a  large  majority  of  cases.  The  ex- 
ternal characters,  the  sputum,  and  the  physical  signs  combine 
to  make  one  of  the  clearest  of  clinical  pictures.  The  ordinary 
lobar  pneumonia  of  adults  is  rarely  overlooked." 

The  next  point  to  be  investigated  is  the  variation  of  fatality 
in  cases  not  treated  by  the  method  under  investigation. 

(a)  Influence  of  Age — That  the  fatality  increases  with  the 
age  of  the  patient  is  well  known  and  evidence  need  not  be 
quoted  here.  Naturally,  in  comparing  fatalities  it  will  be  neces- 
sary to  correct  for  age. 

(b)  Sex — The  influence  of  sex  is  not  so  marked,  but  allow- 
ance can  similarly  be  made  for  it. 

(c)  Secular  Variations — It  would  appear  that  these  are  of 
minor  importance.  It  also  appears  that  the  fatality  of  hospital 
cases  from  different  institutions  in  the  same  country  during  the 
same  period  varies  but  little. 

(d)  The  Influence  of  Social  Class — Evidence  capable  of  being 
analyzed  has  been  sparingly  published.  The  873  cases  recorded 
by  the  British  Medical  Association's  Collective  Investigation 
Committee  in  1886  show  a  corrected  fatality  rate  of  17  per  cent., 
which  is  below  the  London  Hospital  rate  for  the  same  period. 
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The  results  of  Huss  at  Stockholm,  more  than  forty  years  ago, 
suggest  that  the  fatality  in  the  Military  Hospital  was  about 
seven-elevenths  of  the  rate  obtaining  in  the  General  Hospital. 

(e)  Influence  of  Race  or  Climate — We  find  striking  differ- 
ences in  the  hospital  fatality  rates  of  different  countries,  the  rate 
at  the  Stockholm  Hospital  in  the  "fifties"  of  last  century  being 
far  below  that  recorded  for  the  same  period  at  Vienna  or  Basel. 
There  is  a  less  striking  difference  between  the  recent  London 
figures  and  those  of  Chatard  from  Baltimore. 

In  view  of  what  has  been  said,  it  will  be  plain  that  in  com- 
paring a  series  of  treated  cases  with  "general  experience"  at- 
tention will  have  to  be  paid  to  the  differences  noted,  all  of 
which  can  be  tested  by  the  statistical  method.  When  a  true 
control  series  is  available,  it  will  still  be  necessary  to  allow  for 
race  and  environment.  An  inquiry  into  these  points  would  seem 
a  necessary  prelude  to  an  evaluation  of  the  effects  of  any 
specific  treatment. 

These  are  all  questions  of  great  moment,  and  cannot  be 
answered  by  appeal  either  to  authority  or  to  the  introspective 
notions  yielded  by  the  "experiential  method." 

Having  made  due  allowance  for  these  difficulties,  we  shall 
proceed  to  compare  the  rate  of  mortality  in  the  treated  and 
untreated  cases.  This  will  involve  a  careful  sifting  of  the  mate- 
rial, since  we  must  reject  such  cases  as  died  in  consequence  of 
some  accident  in  no  way  connected  with  the  evolution  of  the 
disease.  The  criteria  of  exclusion  must  be  defined,  and  no  case 
excluded  without  the  grounds  of  such  exclusion  being  clearly 
stated  and  the  particulars  published  in  full  to  give  others  an 
opportunity  of  judging  the  sufficiency  of  the  criterion. 

Next,  we  shall  in  some  cases  be  able  to  compare  the  per- 
centages and  determine  the  probability  that  such  difference  as 
results  might  be  an  "error  of  random  sampling."  This  will  by 
no  means  complete  the  task,  however,  since  it  might  happen 
that  the  treatment,  although  not  associated  with  a  significant 
reduction  of  fatality,  did  influence  the  course  of  the  disease. 
The  features  which  it  is  desired  to  measure  having  been  deter- 
mined on,  we  can  by  the  method  of  multiple  correlation  en- 
deavor to  connect  the  variations  of  such  features  with  each 
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other  and  with  those  of  the  therapeutic  factor  we  are  studying. 
Since  in  general  it  will  be  difficult  to  secure  controls  and  treated 
samples  absolutely  alike  in  other  respects,  the  method  of  cor- 
relation is  likely  to  be  required  in  most  cases.  We  shall,  indeed, 
be  fortunate  if  we  are  able  to  "express  the  final  result  in  the 
form  of  a  percentage." 

I  have  outlined  the  process  by  which,  as  I  think,  such  a  prob- 
lem may  be  investigated.  The  essence  of  the  whole  matter  is 
to  ask  ourselves  at  every  turn,  Is  the  control  a  real  control? 
What  is  the  probability  that  such  and  such  an  event  is  due  to 
such  and  such  a  cause?  There  is  no  intrinsic  merit  in  numbers 
and  percentages  or  in  coefficients  of  correlation,  their  value  is 
in  aiding  us  to  think  clearly  and  compelling  us  to  express  con- 
clusions in  a  language  which  all  may  master  if  they  choose. 

Pearl  said  that: 

General  experience  with  other  branches  of  science  would 
make  it  seem  reasonable  that  the  following  propositions  are 
true,  and  should  be  emphasized  in  the  teaching  of  medical 
students,  and  in  the  practice  and  writing  of  medical  men 
generally: 

1.  That  there  is  no  inherent  reason  why  medicine  in  every 
one  of  its  phases  should  not  ultimately  become  in  respect  of  its 
methods  an  exact  science,  in  the  same  sense  that  physics,  chem- 
istry, or  astronomy  are  today  exact  sciences. 

2.  That  this  goal  will  be  reached  in  exact  ratio  to  the  extent 
to  which  quantitative  methods  of  thought  and  action  are  made 
an  integral  part  of  the  training  in  every  sort  of  medicine. 

3.  That  no  number  or  figure  can  be  said  to  have  any  final 
scientific  validity  or  meaning  until  we  know  its  probable  error, 
the  "probable  error"  being  the  measure  of  the  extent  to  which 
the  number  will  vary  in  its  value  as  the  result  of  chance  alone. 

Psychological  medicine  is  in  essentially  the  same  stage  of 
development  as  somatic  medicine.  Greatest  advances  have 
been  made  in  our  knowledge  of  the  structure  (anatomy, 
gross  and  microscopic)  of  the  psychical  and  physical  compo- 
nents of  the  individual.  We  have  an  excellent  working  knowl- 
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edge  of  the  parts  that  constitute  the  human  being  j  we  know 
how  the  parts  are  arranged  and  how  they  are  structurally 
related  to  one  another,  and  we  can  assemble  the  individual 
parts  into  a  unified  whole.  Some  of  the  parts  are  of  relatively 
inferior  quality  and  cannot  stand  the  stresses  and  strains  of 
ordinary  usages.  Different  degrees  of  original  inadequacy  are 
expressed  in  the  terms  "constitutional  anomaly"  and  "consti- 
tutional pathology." 

The  second  field  of  medical  knowledge  in  which  practical 
advances  of  great  significance  have  been  made  is  that  of 
physiology  or  the  function  of  parts,  including  both  inde- 
pendent (autochthonous)  and  correlated  functions.  The  inde- 
pendent function  is  most  highly  developed,  although  much  is 
now  being  learned  about  the  correlated  function.  There  is  a 
physiology  of  the  mind,  just  as  there  is  a  physiology  of  the 
body.  Each  has  its  own  autochthonism,  but  is  incapable  of 
sustained  functioning  without  the  other.  Mind  function  and 
body  function  are  intimately  associated. 

Progress  in  the  sphere  of  pathology  is  perhaps  equal  to 
that  in  the  realm  of  physiology.  It  is  recognized  that  there 
is  pathology  of  the  psyche  as  well  as  a  pathology  of  the  soma. 
Moreover,  there  is  no  doubt  that  the  organism  as  a  whole 
acquires  special  inadequacies,  depending  upon  the  intensity  or 
extensity  of  the  pathology  evident  in  the  soma  or  psyche  or 
both.  The  total  individual  is,  as  Pende  describes  it,  "a  re- 
sultant^ a  synthesis,  a  quid  novum,  springing  from  reciprocal 
influences,  from  the  coordination  of  the  various  parts  and 
their  respective  functions."  It  is  the  quid  novum,  and  what 
gives  rise  to  it,  that  constitute  the  special  point  of  view  of 
the  psychiatrist.  The  quid  novum  is  the  final  arrangement  of 
the  individual  as  we  see  him;  it  is  the  personality  in  the 
broad  sense  of  that  word,  as  used  by  Stockard.  The  personality 
has  to  grow  in  certain  media  (environments)  and  its  final 
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appearance  is  the  outcome  of  the  relationships  between  the 
two.  There  is  such  a  thing  as  pathology  of  the  organism  as  a 
whole  j  it  may  be  called  biopathology.  There  is  also  such  a 
thing  as  pathology  of  the  environment,  sociopathology.  The 
field  of  medicine  and  its  alliances  are  already  in  possession 
of  tremendously  helpful  data,  which  are  gradually  being  put 
into  service  as  the  public  in  general  becomes  educated  to 
receiving  them. 

Matters  of  therapy  are  the  most  difficult  to  suggest  and 
to  evaluate,  perhaps  because  they  are  intimately  bound  up 
with  anatomy,  physiology,  and  pathology.  Essentially  the 
same  forces  of  critical  judgment  operate  in  the  final  evalua- 
tion of  therapeutic  measures,  whether  the  measures  are  em- 
ployed from  the  standpoint  of  the  soma  or  of  the  psyche.  In 
the  treatment  of  an  individual  one  must  aspire  to  correct  not 
only  the  somatic  and  psychic  components  themselves,  but  the 
qmd  novum  that  emerges  as  a  resultant  of  those  two  compo- 
nents. It  is  not  an  easy  assignment  to  evaluate  a  therapeutic 
measure.  That  is  true  for  all  departments  of  medicine.  I  am 
inclined  to  feel,  however,  that  even  if  we  cannot  apply  the 
laws  of  biometrics  to  our  current  conceptions  of  therapy,  we 
can  at  least  meet  some  of  the  preliminary  requirements  upon 
which  the  laws  are  based. 
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